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ABSTRACT 
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The legislature hereby finds and declares that the economic and 
social well-being of the people of the state is clearly related to 
the state's rural resources. The rural economy and environment 
contribute greatly to the quality and maintenance of life in New 
York State. Rural areas offer an inportant alternative to urban 
living. New York's indispensible niral resources are 
decentralized, diverse ana unique, and their enhancement and 
protection require special attention in view of their special 
characterization and needs. 

A legislative ccnmission on the development of rural resources is 
hereoy established (1) to examine the impact of rural resources 
upon the state's economy; (2) to review existing laws and 
regulations as they pertain to rural resources; (3) to assess the 
efiectiveness of programs specifically addressed to rural resource 
needs and problems: (5) to make such reconanendations to the 
legislature for action as it determines necessary for the 
enhancement and protection of the state's rural resources. 

Excerpted from: 

Chapter 428 of the Laws of the 
State of New York, May 13, 1982, 
creating the Legislative 
Oommission on Rural Resources 



Where there is no vision, the people perish. 

Proverbs 29:18 KJV 
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To The Readers of this Resource Guide: 



A preliminary version of this Resource Guide was originally prepared for 
the participants of the second Legislative Symposium on Rural Health, wh^ch 
was sponsored by the Comnission on Rural Resources on April 29 - flay 1, 1987 
at The Mary Imogene Bassett Hospital Conference Center in Cooperstown, New 
York. The data and information contained in the resource guide address many 
of the major issues discussed by symposium participants in ^heir endeavor to 
build a rural health services system for the next two decades. The results of 
the work undertaken by symposium participants are contained in a separate 
report. 

The Resource Guide provides in-depth background material for the 
recommendations set forth in the conference report, as well as documentation 
regarding the needs and issues symposium participants addressed. As such, the 
Resource Guide reflects as accurately as possible the current status of health 
care in rural New York. 

It is expected this document will be revised and expanded periodically as 
a source of timely and useful information. Thus, the Resource Guide can be 
viewed as a snapshot of health care in rural New York, that hopefully will 
provoke further discussion and research. Suggestions regarding the content of 
this docunent and ways to improve it are welcomed. 

The preparation of the Guide could not have been accomplished without a 
great deal of assistance by many individuals and organizations. The Symposiim 
Steering Committee members were especially helpful, not only in planning the 
conference but also in guiding the developnent of the report. In addition. 
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the staffs of the State Health Depfirtment, state legislative offices, and 
regional health systems agencies were particularly helpful in providing 
information and data on the status of health care in rural New York. 

We are also grateful to officials in other states and to such agencies as 
the National Rural Health Association, the Hospital Association of America, 
and Age-Wave, Inc. who gave us the benefit of their experience in health care. 
In the appendin. to this guide we have included a broad range of case studies 
and legislative initiatives from other states they have brought to our 
attention. These have proven to be very thought-provoking and hopefully will 
be of interest to other people as well. 

Senator Charles D. Cook 
Chairman 

NYS Legislative Oorrmission 
on Rural Resources 



DEMOGRAPHICS, SOCIOECONOMICS, TECHNOLOGY 



Population 

Population Density 
Population Change 

Employment 
Unemployed 
Sel f-employed 

Income 

Med i an Fami ly Income 
Families in Poverty 
Families in Affluence 

Technology 
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RURAL NEW YORK'S POPULATION RANKED WITH ALL STATE POPULATIONS, 1980 



Rank 

1 

2 

3 

4 

5 

6 

7 

8 

9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 



26 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 

41 

42 

43 

44 

45 

46 

47 

48 

49 

50 



Total Population 

23 ,667,902 

17,558,072 

14,229,191 

11,863,895 

11,426,518 

10,797,630 
9,746,324 
9,262,078 
7 ,364,823 
5,881,766 
5 ,737,037 
5,490,224 
5,463,105 
5,346,618 

4,916,686 
4,705,767 

4,591,120 

4,216,975 

4,205,900 

4,132,158 

4,075,970 

3,893,888 

3,660,77/ 

3,121,820 

3,107,576 
= 3,088,546 

3,025,290 

2,913,808 

2,889,964 

2,718,215 

2,533,105 

2,520,638 

2,363,679 

2,286,435 

1 ,949 ,644 

1,569.325 

1 ,461 ,037 

1 ,302,894 

1,124,660 
964,691 
947,154 
943,935 
920,610 
800,493 
786,690 
690,766 
652 ,717 
594,338 
511,456 
469,557 
401,851 



State 
California 
New York 
Texas 

Pennsylvania 

Illinois 

Ohio 

Florlds 

Michigan 

New Jersey 

North Carolina 

Massachusetts 

Indiana 

Georgia 

Virginia 

Missouri 

Wisconsin 

Tennessee 

Maryland 

Louisiana 

Washington 

Minnesota 

Alabama 

Kentucky 

South Carolina 

Connecticut 

RURAL NEW YORK = 

Oklahoma 

Iowa 

Colorado 

Arizona 

Oregon 

Mississippi 

Kansas 

Arkansas 

West Virginia 

Nebraska 

Utah 

New Mexico 

Maine 

Hawaii 

Rhode Island 
Idaho 

New Hampshire 

Nevada 

Montana 

South Dakota 

North Dakota 

Delaware 

Vermont 

Wyoming 

Alaska 



Source: 1980 Census of the Population, U.S. Bureau of the Census. 
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STATE OF NEW YORK POPULATION CHANGE 
1970 - 1980 




I I Loss 

Low Growth (0.1-4.9%) 
flJll Medium Growth (5.0-9.9%) 

High Growth (10% and above) 



Statewide Loss = 3.8% 

URBAN COUNTIES 

( l)^ RURAL COUNTIES 

(Under 200,000 pop.) 



Source: U.S. Bureau of the Census, 1980 Census of Population and Housing, 



CLASSIFICATION OF COUNTY TYPES* 



In his analysis, Socioeconomic Trends in Rural New York 
State : Toward the 21st Century (September 1984), Professor Paul 
R. Eberts of Cornell University devised a classification scheme 
for all counties in the state. By using a set of population and 
socioeconomic variables, Eberts formed six categories of county 
types, with the following basic characteristics: 



Type 
Type 
Type 
Type 
Type 
Type 



Downstate Metropolitan 

Upstate Metropoli tan 

Rural With Extensive Urban Influence 

Rural With Considerable Urban Influence 

Rural With Moderate Urban Influence 

Rural With Limited Urban Influence 



The counties in each category are demonstrated in the 
following chart : 



EBERTS URBAN/RURAL TYPOLOGY FOR NYS COUNTIES 



TYPE 1 


TYPE 2 


TYPF 3 


TYPE 4 


TYPE 5 


TYPE 6 


Bronx 


Albany 


Cayuga 


Cattaraugus 


Columbia 


Allegany 


Kings 


Broome 


Fultcn 


Chautauqua 


Greene 


Chenango 


Nassau 


Dutchess 


Genesee 


Chemung 


Hamilton 


Delaware 


New York 


Erie 


Madison 


Clinton 


Herkimer 


Essex 


Queens 


Ntonroe 


Montgomery 


Cortland 


Livingston 


Franklin 


Richmond 


Niagara 


Ontario 


Jefferson 


Orleans 


Lewis 


Rockland 


Oneida 


Oswego 


Otsego 


Putnam 


Sullivan 


Suffolk 


Onondaga 


Rensselaer 


St. lAwrence 


Schoharie 




Westchester 


Orange 


Saratoga 


Steuben 


Schuyler 








Schenectady 


Tompkins 


Seneca 








Wayne 


Ulster 


Tioga 










Warren 


Washington 












Wyoming 












Yates 





This classification scheme is used for most of the 
statistical tables and graphs in this Resource Guide. 



♦ See pp. 99-112 for a rjore detailed discussion of methods of 
defining "rural . " 
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UNEMPLOYMENT RATES 

1960, 1964, 1966 



s 

z 

o 



o 
a: 
y 
Q. 




Co-jnty Type 


1980 


1984 


1986 


Metro 2 


16.3 


7.3 


5.8 




10.6 


6.6 


5.9 


3 


11.2 


7.4 


7.9 


Rural 4 


14.2 


7.9 


7.3 


5 


12.0 


7.2 


7.5 


6 


16.0 


8.2 


8.1 



The period 1980 to 1984 saw drastic reductions in 
unemployment rates statewide. However, since 1984 
the metropolitan counties' unemployment rates con- 
tinued \:o decline, while rates for all four rural 
county types stabilized. Thus, the current rates 
of unemployment are much lower overall for metropolitan 
counties than for rural counties. 



ERIC 



Source: New York State Department of Labor 
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SELF-EMPLOYED WORKERS 



(1 960 C«n9ui) 




COUNTY TYPE 



The percentage of employed persons who were self- 
employed in 1980 was almost twice as high for the 
vastly rural counties (Types 5 & 6) as for the 
metropolitan counties (Types 1 & 2) . 

Since many self-employed workers must provide their 
own health insurance (and the rates for individual 
coverage are greater than for group coverage) / the 
urban/rural percentage difference is significant. 



Source: U.S. Census Bureau, 1982 
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MEDIAN 


FAMILY INCOME 




COUNTY 


TYPE 


1950 


1960 


1970 


1980 




1 




$3,665 


$6 , 569 


$10,901 $ 20,344 


METRO 


2 




3,506 


6,519 


10 ,908 


21 ,405 


RURAL 


3 




3,240 


5,779 


9,993 


19,513 




4 




2,965 


5,525 


9 , 049 


17 ,428 




5 




2.798 


5,432 


9 ,622 


13,917 




6 




2,612 


4,955 


8,516 


16,007 








PERCENTAGE OF 


FAMILIES IN POVERTY 




COUNTY 


TYPE 


1950 


1960 


1970 


1980 




1 




18.4% 


13.2% 


12.8% 


16.3% 


METRO 


2 




17.5 


12.3 


10.0 


10.6 


RURAL 


3 




22.6 


16.7 


11.1 


11.2 




4 




27.7 


18 .6 


14.0 


14.2 




5 




31.2 


18 .8 


12.5 


12.0 




6 




34.2 


24 .4 


16.3 


16.0 








PERCENTAGE OF FAMILES IN AFFLUENCE 




COUNTY 


TYPE 


1950 


1960 


1970 


1980 




1 




30 .0% 


22.2% 


29.2% 


28 .2 % 


METRO 


2 




24.3 


IP 4 


24.9 


25.9 


RURAL 


3 




20.2 


13.4 


19 . 1 


19.9 




4 




16.2 


11.8 


15.8 


16.2 




5 




14.5 


11 .0 


17.7 


18 .9 




6 




12.6 


9.6 


13.8 


12 . 3 



The above data, which are also represented in the following three 
graphs, were extracted from Paul Eberts' Socioeconomic Trends in 
Rural New York State : Toward the 21st Century . As can be seen, 
the median family income was consistently lower for rural 
counties over the thirty year period studied. Moreover, while 
there are variations in the percentages of families in poverty 
throighout the county types during that period, the percentages 
of families in affluence steadily decreased as the county type 
is defined as more rural. In general, it appears that the economic 
growth rate for the metropolitan county types was much higher 
than for the rural county types. In fact, the disparity in 
median family income between rural and metropolitan counties 
increased by F0% over the U.S. Census periods 1950-1980. 

Although these data have not been adjusted for differences in 
cost of living, which is somewhat higher in metropolitan areas, 
they are nevertheless significant for policymaking purposes. 
For example, the costs of certain essential goods and services 
such as fuel, clothing, transportation, and food are generally 
higher in rural than in metropolitan areas. Similarly, the 
health status of a particular population has been found to correlate 
with its overall socioeconomic status. 

-9- 
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Median Family Income 
in County Types 1-6, New York State, 1950-1980 




1 i 1 ! I I I i 1 I I I I 1 1 



-1 — I I I I 1 — I 1 I T T 



1!B 



ISD 



1370 



19B0 



1S90 



TEAA 



The median family income, as shown here by 
county type, is the middle income earned for 
each category, with one half of the families 
receiving a greater income and one half re- 
ceiving less. 

Source: Socioeconomic Trends in Rural New York State 
Toward the 2l8t Century . Paul R. Eberts. 1934. 
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Percentage of Families m Poverty 
in County Types 1-6, New York State, 1950-1980 




lasD 



19E0 



1S70 



1980 



ISBO 



The percentage of f 
here by county type 
ment of Agriculture 
money is necessary 
life, with adequate 
For 1960, the break 
put at $3,000 or le 
and in 1970 it was 
family of four; and 
less for a family o 
the percentages of 
these levels. 



m 

amilies in pover 
, is based on th 
's conception of 
in order to live 

food, clothing, 
-point level for 
ss for a family 
put at $4,000 or 

in 1980 it was 
f four. The dat 
families below e 



ty, as shown 
e U.S. Depart- 
how much 
a healthy 
and shelter, 
poverty was 
of four; 

less for a 
$7,500 or 
a above are 
ach one of 



Percentage of Families m Affluence 
in County Types 1-6, New York State, 1950-1980 




The percentage of families in affluence, as shown 
here by county type, is defined as the percentage 
of families with a total family income of $5,000 
or more in 1950, $10,000 or more in 1960, $15,000 
or more in 1970, and $30,000 or more in 1980. 
These levels put an aggregate average of slightly 
over 20% of the population in affluence for every 
county type in every time period (except 1960, when 
an average of only 17 percent was defined as the 
break-point because data for those with $8,000 or 
more were not available from computer tape) . 

Source: Eberts, Paul R. 1984. 
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TECHNOLOGY 



Modern society is becoming more and more depende it on technoloey 
Rural economies have benefitted from advances made, especially 
with respect to the mechanical age and its impact on the 
agricultural sector. Today, society is increasingly dependent on 
electronics and communications for its economic vitality, as 
witnessed by the rapid growth in commerce and productivity 
attributable to computers and telecommunications. The use and 
availability of such tools is increasing in rural areas, but at a 
much slower rate than metropolitan areas. This gap could widen 
and seriously reduce the competitive position of rural 
communities and citizens. The delivery of and access to quality 
health services in rural areas will be greatly affected by the 
availability of such technology. 

The increased use of medical technology in health care, including 
homecare, means that rural providers will be compelled to keep up 
with these developments, which at the same time increases capital 
requirements because medical equipment is becoming increasintily 
sophisticated and expensive. 
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CLIENT NEEDS 



Health Status 

Birth Rates 

Births to Teenaged Moi:hers 
Live Birth Rates 

Death Rates 

Infant Mortality 
Crude Deaths 
Heart Disease Deaths 
Accidental Deaths 
Suicides 

Finance/Payors 
Insured Persons 
Medicaid Recipients 

Physicians/Providers Accepting Medicaid 
Networking Needs 



SELECTED HEALTH INDICATORS 



USING EBEkTS METRO/RURAL TYPOLOGY OF COUNTIES 
AND COUNTY POPULATION DENSITY 



PCT 
POP 



PCT 
654- 



PCT 
•5-1- 



1984 



1986 1985 1985 
HOSP. PRIMARY OTHR 
BEOS MDS MDS 



Health Indicators 



■ i70H nus nijs 

N.Y.S. COUNTIES GROWTH GROWTH GROWTH UNEMPL. /lOOO /lOOO /loOO 
SCHEME an on n« «/v «/v 



80-90 80-90 80-90 RATE 



POP 



1985 1985 1985 
PCT INFANT BIRTHS 1985 
BIRTHS DEATHS /lOOO CRUDE 
/lOOO UNDER FEMS DEATH 

RATE 



FEMS 

POP POP 2500GR BIRTHS 15-19 



1985 
CARD 10- 
VAS. 

DEATH 

RATE 



EBERTS 1 


2.5 


14.5 


60.7 


7.3 


4.5 


, MEIBQ ?__ 


1.2 


19.2 


35.9 


..AA 




M RURAL 3 


5"."l 


18.9" 


2~5.6~ 


7.4 


3.3 


V 4 


S.3 


15.8 


28.9 


7.9 


4.2 


5 


5.0 


13.4 


23.6 


7.2 


2.3 


6 


3.6 


11.8 


21.8 


8.2 


3.4 


POPULATION 












DENSITY •»! 


2.3 


15.7 


52.7 


7.1 


4.3 




5.2 


15.6 


25.7 


8.2 


3.4 



1.1 


1.8 


7.7 


11.8 


9.6 


9.7 


0.47 




1.2__ 


— 


__9.2__ 


S.2__ 


_S-5__ 


0-25. 


0.5 


0.6 


5.5 


8.6 


9.9 


9.1 


0.69 


0.5 


0.7 


5.4 


9.3 


11.3 


9.4 


0.71 


0.4 


0.3 


4.9 


7.5 


10. 1 


9.4 


0.76 


0.5 


0.4 


6.0 


8.9 


12.8 


10.6 


0.80 


1.0 


1.6 


7.2 . 


11.1 


9.6 


9.6 


0.54 


0.4 


0.5 


5.5 


8.3 


11.5 


9.7 


0.75 



1 (Counties over 150 persons/sq. mile) - 24 
0 (Counties under 150 persons/sq. mile) - 38 



Source: New York State Department of Health 
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BIRTHS TO MOTHERS UNDER 18 



/; (PERCENT OF TOTAL LIVE BIRTHS) 
6 T ^ 




1972 1976 1960 1964 



YEAR 



County Type 


1972 


1976 


1980 


1984 


Metro 


1 


4.1 


4.0 


3.8 


3.2 




2 


5.0 


5.0 


3.9 


3.6 




3 


4.6 


5.0 


3.7 


3.7 




4 


5.3 


4.9 


4.1 


3.8 


Rural 


5 


5.3 


4.6 


3.6 


3.1 




6 


6.0 


5.9 


4.6 


3.8 



Over the period 1972 - 1984, the percentage of live births 
for mothers under 18 fell for all county types. The mos . 
drastic declines occurred in the two most rura^ county 
types— over 2% in both cases. The difference between the 
most rural county type and the most urban was 1.9% in 1972; 
by 1984 this difference had narrowed to 0.6%. 



Source: New York State Department of Health 
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BIRTHS TO MOTHERS AGED 15-19 

196S 



8 

O 
& 

i 




Table 1 



County Type 




Number of Births 


1 
2 


Metro 


38 
34 


3 
4 
5 
6 


Rural 


34 
35 
35 
44 



Table 2 (1984) 
ABORTIONS PER 1000 LIVE BIRTHS 



bounty Type 


Number of Abortions 


1 


788.78 


2 


412.83 


3 


172.48 


4 


70.06 


5 


66.86 


6 


90.62 



As can be seen from the graph, in 19 85 the number of 
birth'', to mothers aged 15-19 was scraewhat higher in 
the most rural c jn:,y type 6. In table 2, 1984 data 
reveal that the .lumber of abortions per 1000 live 
births is much lower in rural county ty^^s. 



Source: New York State Department of Health 



ERLC 



-19- 

^^6 



LIVE BIRTH RATES 



1^72-1984 




1^72 1^76 1980 19S4 

YEAK 





LIVE BIRTH 


RATES* 


BY COUNTY 


TYPE 1972 - 


- 1984 


County Type 


1972 


1976 


1980 


1984 


Metro 


1 


12.6 


12.8 


12.9 


14.0 




2 


13.7 


12.6 


13.5 


14.3 




3 


15.3 


13.7 


14 .2 


14.5 


Rural 


4 


15.2 


13.4 


14.3 


14.5 


5 


14.9 


13.1 


13.9 


14.0 




e 


15.5 


13.8 


13.0 


14.2 



* per one thousand population 



The live birth rates for the two metropolitan county 
types increased overall from 1972 to 1984, while 
the four rural county types experienced decreases 
in overall live birth rates. While the most metro- 
politan county type and the most rural county type 
had a live birth rate difference of 2.9 in 1972, by 
1984 the rates for all county types were within .5 
of one another. Thus, the disparities in live 
birth rates for the different county types have 
decreased significantly. 

Source: Ne . York State Department of Health 
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INFANT MORTALITY RATES 1972 - 1984 BY COUNTY TYPE 



County Type 


1972 


1976 


1980 


1984 


Metro 


1 


18.6 


15.9 


13.0 


10.8 


2 


16.8 


14.4 


10 .8 


9.4 




3 


15.8 


15.6 


10 .3 


9.4 


Rural 


4 


18.7 


12.5 


9.5 


9.6 


5 


14.1 


15.0 


9.4 


7.5 




6 


18.0 


10.4 


11.1 


8.1 



Infant mortality rates have declined for all county 
types over the period 1972 - 1984. Dramatic reductions 
in infant mortality occurred in the most rural areas. 



Source: New York State Department of Health 
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CRUDE DEATH RATE 

1966 




COUNTY TYPE 



County Type 



Crude Death Rate 
(per IQQQ persons) 




The crude death rate (the annual number of deaths per 
1000 persons, of all causes) is highest in the most 
rural county type (6). Factors which influence these 
rates may include higher suicide rates and accident 
rates (automobile and farm related vehicles) , along 
with lifestyle (smoking, dietary habits and exercise), 
as well as a lack of education and awareness. 



Source: New York State Department of Health 
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HEART DISEASE DEATH RATE 

\972 - 1984 
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HEART DISEASE DEATH RATES* BY COUNTY TYPE 1972 - 1984 



County Type 


1972 


1976 


1980 


1984 


1 


34.5 


33.2 


35.2 


37.3 


2 


39.9 


37.5 


38.4 


38.3 


3 


43.7 


37.6 


38.6 


39.7 


4 


43.0 


38.1 


38.3 


38.2 


5 


46.2 


40. 3 


41. C 


38.2 


6 


49.7 


45.8 


42.0 


42.3 



per one hundred thousand 

The period 1972-1984 saw heart disea 
fall for all county types, with the 
county type 1 - Downstate Metropolit 
the heart disease death rate increas 
after 1976 for the Downstate Metropo 
type, this group still had the lowes 
county type. By 1984 only the most 
type had a heart disease death rate 
per 10,000 population. 



se death rates 
exception of 
an. Although 
ed steadily 
litan county 
t rate of any 
rural county 
above 40 deaths 



Source: New York State Department of Health 
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ACCIDENT DEATH RATE 
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Courrfy Type 

The accidental death rate in rural counties is consistently 
higher than in metropolitan counties. The death rate from 
accidents for the most rural counties (type 6) was more 
than twice the level of the downstate metropolitan counties 
(type 1) . This can be partially attributed to sparse pop- 
ulations and limited or non-existent emergency medical 
services. Occppationally-related accidents are numerous in 
rural areas where farming, forestry, and industrial manufact- 
uring employment are common and present a greater risk of 
life-threatening injury. Rural highways, in many cases, are 
narrow and windii i, which lengthens the time it takes for 
emergency vehicles to reach an accident or fire. In addition, 
rural communities often find difficulties in staffing and 
funding full-time volunteer ambulance services. Because of 
the dearth of readily accessible medical facilities, and 
time-distance factors, the survival rate in rural areas 
may tend to be lower. 



Source: New York State Department of Health 
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Number cf Suicides 
per Hundred Thousand Persons 
In Counfy Types 1-6, New York State. 1950-1980 




Source: Eberts, Paul R. 1984. 
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SUICIDE RATE BY COUNTY TYPE 



1994 

13 -I 




1 2 3 4 5 6 



Courfy Typ« 



Three trends can be identified from the graph of suicide 
rates over the period 1950 - 1980: 1) suicide rates 
declined steadily until 1970, but increased from 1970 to 
1980; 2) the gaps between county types with the highest 
and lowest suicide rates have narrowed; and 3) metropolitan 
counties experienced lower suicide rates than rural 
counties over this 30-year period. 

Recent (1934) data show a continuation, for the most part, 
of the first two trends. However, upstate metropolitan 
counties (type 2) had the second highest suicide rate in 
1984. Thus, it will be important to continue monitoring 
the suicide rate in order to determine if significant 
changes in the third trend are occurring. 



Source: New YvOrk State Department of Health 



INSURED PERSONS 



There is currently little aggregate data on a county-by-county 
basis regarding the number of people covered by some type of 
medical insurance. However, se /eral categories of persons at 
risk of not being covered are highly represented in rural areas 
of the state. These high risk persons include: 

• the unemployed and the working poor w!io are 
not elicxble for Medicaid? 

• self-employed persons, (eg., in agriculture), 
who must provide their own coverage; and 

• persons employed in small businesses, with no 
employer-subsidized or group health plan. 



Medicaid (1985) * 



County Type 


Percent of Eligible Population 
Receiving Medicaid Benefits 


2 Metro 


65.07 




55.59 


3 


59.04 


4 

g Rural 


57.50 




58.99 


6 


58.51 



The table above shows by county type, the percentage of N.Y.S 
residents in 1985, eligible for medicaid who were actually 
receiving benefits. One of the factors used in determining 
a recipient's eligibility is the poverty level, which for 1980 
was $7,500 or less for a family of four. 

The New York Metropolitan Region (type 1) , has the bulk of New 
York State's impoverished (65.30%). Also, a relatively high 
percentage uf people eligible for Medicaid in this region 
make use of these benefits. The percentage of persons eligible 
for Medicaid in rural areas who are actually receiving benefits 
is consistently lower. Some reasons for this occurrence are 
the limited access to information regarding health options and 
services in rural areas, along with fewer health support serv- 
ices such as home health care. 



*Source: Statistical Supplement to the 1985 Annual Report of 
the New York State Department of Social Services, 1986. 
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Physicians/Providers Accepting Medicaid 

Despite much lower reimbursement rates (statewide) than for 
other payment plans, rural practitioners have traditionally 
accepted more Medicaid patients than their urban counterparts: 



Physician Participation in Medicaid (1978)* 





Patients 


Physicians Taking New 




Receiving Medicaid 


Medicaid Patients 


Large MSA* 


12.9% 


49.7% 


Small MSA* 


16.2% 


55.2% 


Non-MSA* 


16.4% 


59.9% 


*MSA = Metropolitan 


Statistical Area 





Currently, however, reports are that many rural physicians are 
becoming discouraged by difficulties associated with treating 
Medicaid patients. Specific problems include the extremely 
low reimbursement rates for Medicaid patients, as well as 
cumbersome paperwork, and an increase in the number of claims 
that are rejected or need to be resubmitted. 



• According to one rural county Health Commissioner, the lack of 
available pediatric services for Medicaid recipients in the 
Dunkirk-Fredonia area has become a "serious problem." County 
visiting nursing staffs have been receiving calls from mothers 
of infants requiring medical treatment who claim they have no 
access to a physician's services. Physicians are limiting 
their services because they are dissatisfied with the reimburse- 
ment rates Consequently, there are a significant number of 
children not being seen in that area, and an increase in the 
usage of more costly emergency medical services. 



# The head of the Pediatric Society of the Southern Tier, who says 
his own practice is 15-20% Medicaid, stated that "At least half 
the pediatricians are not taking nev; Medicaid patients - period!" 



*Source: U.S. Department of Health, Education, and Welfare, 19 78. 
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Networking N eeds of Individual Cliants 



The rural consumer of health care services must be provided 
witn methods and capabilities with which to access the full con- 
tinuum of services, including awareness of those services and 
providers that are most appropriate and usefu] to meet his or 
her needs. 

Specific networking needs of the individual client include: 



— awareness of his or her needs as a health cai'e consumer, 
and the various health care services available to meet 
those needs; 

— information and education , to allow the consumer to 
choose the service most appropriate for his or her 
needs, as well as knowledge of his or her eligibility 
for various payment programs; 

— access to the full continuum of health and health-related 
services that are available to meet individual needs; 

— linking and support services (e.g., transportation, 
human/social services), in order to better enable the 
consumer to obtain appropriate health care services; 

— increased coordination/central intake and assessment , 
to ensure that the client is receiving needed services, 
while avoiding unnecessary duplication or discontinuity 
in receiving such services. 
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MEDICALLY UNDERSERVED AREAS AND HEALTH MANPOWER SHORTAGE AREAS 



The maps on the following two pages indicate the latest 
federal designations of Medically Underserved Areas (MUAs) and 
Health Manpower Shortage Areas for Primary Care (HMSAs). 
Following is a bri^f summary of how they are designated and their 
implications. 



Medically Underserved Areas (MUAs) 

MUAs are designated by the Secretary of Health and Human 
Services, and are reviewed and updated periodical ly . Former 
designations are commented on by local HSAs and the State Health 
Department. Criteria to define MUAs are based on a total score 
of four measures: 

(1) ratio of primary care physicians to the population; 

(2) infant mortality rates; 

(3) percentage of the population who are 65 years or older; 

(4) percentage of the population with incomes below poverty 
level . 

Each of these measures is weighted, and the result is the 
Index of Medical Underservice (IMU). The medi-^n IMU is 
considered the cutoff point; geographic areas having IMU scores 
below that point are designated as medically underserved. 

The implications of being designated an MUA are v.ried. For 
example, a project serving at least 30% of its clients from MUAs 
may receive priority funding under the Health Maintenance 
Organization Act. In addition, public and nonprofit entities may 
apply for grants to plan, develop, and/or operate community 
health centers in MUAs. At the state level, the State Health 
Department consideres MUA designations in approving grant and 
Certificate of Need applications. 

Health Manpower Shortage Areas (HMSAs) 

Health Manpower Shortage Areas are also designated by the 
Secretary of HHS, and are reviewed annually. The recommended 
designations are commented upon by the HSAs, State Health 
Department, Governor's office, and State Medical Society. 

Criteria are defined for seven health manpower types: 
primary care, dental, psychiatric, vision care, podiatric, 
pharmacy, and veterinary. 

Public or nonprofit entities located in HMSAs are eligible 
to apply for assignment of National Health Services Corps (NHSC) 
personnel . They also receive priori ty consideration for Public 
Health Service scholarship, loan repayment and nurse practitioner 
traineeship programs, as well as for PHS grant programs. The 
State Health Department also uses HMSA designations in 
considering grant applications. 
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PHYSICIAN DISTRIBUTI ON 



The graphs and data on this and the following page show 
the distributions of physicians in the six county types for 
1970, 1980, and 1985. Using this information, the followinq 
observations are made: 

• The distribution of both primary care physicians and 
physician specialists is significantly lower in 
rural than in the urban counties; 

Although the number of practicing physicians has 
increased over the past 15 years, the increase in 
rural counties has for the most part been minimal 

for example, the number of physicians in rural 
county type 6 increased 7,6% from 1970 to 1985, 
while for county type 1 the number of physicians 
increased 21.7% for the same time span (and the 
number of physicians practicing in rural county 
type 5 actually decreased by 18.4%). 



COUNTY TYPE 
1 

METRO 2 J 


PERCENT 

PHYSICIANS PER 1000 INCREASE 


1985 (PHYSICIANS PER 1000) 


1970 1980 1985 (1970-1985) 

2.35 2.50 2.86 21.7% 
1.65 1.98 1.97 19.4 


PRIMARY CARE SPECIALISTS 


1.07 1.79 


RURAL 3 
4 
5 
6 


095 1.05 1.04 9.5 
1.01 1.21 1.21 19.8 
0.87 0.70 0.71 -18.4 
0.79 0.80 0.85 7.6 


0.45 0.59 
0.49 0.72 
0.39 0.32 
0.46 0.39 



Sources: Recommendations for Financing Ambulatory Care in Non 
Hosp ital Settings . New York State Council on Health 
Cart financing. October 1983. 

New York state Education Department: 1985 Survey of 
Medical Doctors. 
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PHYSICIAN DISTRIBUTIONS 
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A = Pri-iary Care 
B = Specialists 
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Primary Care Physicians Per 10.000 
Persons, in NYS's Counties and 
Health Systems Agency (HSA) Regions 
(1985) 
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OBSTRETI C I ANS/GYNECOLOG I STS* 
1985 




NEW YORK STATE \ 

COUNTIES O = rural counties 



♦Excluding residents, administrative, faculty, and 
inactive and retired obstreticians and gynecologists 

SOURCE: NYS Education Department 
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HOSPITAL UTILIZATION 



The following table of Admission Rates and Average Lengths of 
Stay for hospitals in rural counties in 1985, and the map of 
1984 Discharge Rates, demonstrate th^t: 

• Hospitals in the more rural types of counties had a 
greater rate of admissions than did hospitals in 
metropolitan counties. Some possible explanations 
for this difference include: 

— age distributions (i.e., a higher percentage of 
elderly persons, who have a greater need for 
acute care services, in rural areas); 

— a lack of service alternatives (i.e., rural 
patients in need of non-acute care utilize the 
hospital, for lack of availability of primary 
care services) ; 

— health status (i.e., rural residents often do 
not seek services until chey are in need of much 
more acute care). 

• Hospitals in rural counties also ^ad shorter average 
lengths of stay than did hospitals in metropolitan 
counties. Possible reasons include: 

— the nature of care provided in rural hospitals 
(e.g., less specialized services, which require 
shorter lengths of stay, than are provided in 
metropolitan facilities); 

— the greater proportion of elderly persons in need 
of shorter-term acute care services; 

— migration patterns (i.e., rural residents in need 
of longer-term and more specialized acut^ care 
often migrate to metropolitan facilities for such 
services . 



County Type 


Admission Rate 
(Per 1000 Persons) 


Length of Stay 
(Average Days) 


1 

Metro 2 


152.9 
148.7 


9.1 
7.9 


Rural 3 


155.0 


8.2 


4 


170.5 


7.5 


5 


150.4 


7.6 


6 


184.9 


7.3 



Source: New York State Department of Health 
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Implications for Providers 



• In many ways, discharging patients sooner saves on 
inpatient costs, since reimbursement is usually based 
on average costs per service. 

• The hospital's role in providing non-acute care is 
gradually increasing, and presents an alternate 
method of generating revenue for the institution. 

• As hospitals become more involved in such services, 
there is a greater need for different funding and 
reimbursement methods based on actual rural conditions. 



Implications for Clients 

• As clients in rural areas are being discharged sooner, 
there is a greater need for skilled nursing/home 
health care. 

— Nursing homes often have waiting lists, and restrict 
admittance to Medicaid and ncn-ambulatory patients, 
who are less profitable; thus, more non-institutional 
skilled nursing sorviccs arc required in many rural 
areas. 

• Such clients also have greatei need for discharge 
planning and case management, and such planning must 
be provided sooner (e.g., pre-admission discharge 
planning, when possible). 

— This need assumes that a choice must be made sooner; 
but often rural residents do not have choices, 
because alternate levels and types of services are 
not available in -^"ery instance. 
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Discharge Rate 
per 1,000 Population 
1984 



STATE AVERAGE: 155.9 
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Source: New York State 
Department of Health 
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HOSPITAL BED DISTRIBUTION 

(1965) 
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County Type 

1 
2 


Metro 
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4.5 
4.0 


3 






3.3 


4 






4.2 


5 


Rural 




2.3 


6 
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This graph of the distribution of hospital beds 
in the six county types shows that the average 
number of beds per one thousand persons is 
lower in rural than in urban counties. The one 
exception is county type 4/ v/hose average number 
of beds is comparable to the most urban counties. 



Source: New York State Department of Health 



-43- 



3ISTRIP!JTI0N OF HOSPITALS iN RURAL NYS COUNTIES 
ar TOTAL NUHBER OF ACUTE BEOS 
1966 



COUNTY 










NUMBER OF BEOS 










COUNTY 


POPULATION 




1- 26- 


51- 


lb' 


1 A 1 

101- 




151- 


176- 




TOT*l 


POPULATION 


DENSITY 


COUNTY 


25 50 


75 




1 9I( 




175 


200 


200i 


HOSPITALS 


( IN 000s) (PER SO. Ml.) 


ALLIluANT 


1 






1 
1 










i 


S2 


49 


lAI lARAUisUb 




2 




1 
1 




1 








B6 


65 


tATUuA 
















1 




BO 


IIS 


ruillTillAlli 


2 






1 
1 




1 
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147 


136 


INtnUNu 
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98 


245 


CDENANGO 






1 
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49 


55 


















1 




Bl 


76 


rni HMD 1 A 

luiunbiA 
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S9 


92 


rn DTI iun 
tUKiLANU 
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49 


97 


UtLAVAKt 


1 3 
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47 


33 


rccry 


1 1 


















36 


20 


CDkuyi III 






c 














45 


27 


fill lOM 
rUL lUH 




1 
1 




1 
1 












55 


III 


nrurcrr 
utNtbtt 








1 
1 












59 


119 


uKttRt 




















41 


63 


MAM II mil 

nnniL lUN 
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47 
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i 
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150 
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48 


cruiivi ro 


1 
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18 


54 


jtNttA 


1 


















34 


102 


ST. LAWRENCE 


1 1 




2 


1 












114 


41 


STEUBEN 










i 


i 








99 


70 


SULLIVAN 


1 
1 


















65 


67 


TIOGA 




















50 


95 


TOMPKINS 














1 






87 


181 


ULSTER 














1 


1 




158 


139 


WARREN 
















1 




55 


62 


WASHINGTON 


1 


















55 


66 


WAYNE 












1 








85 


141 


WYOMING 








1 












40 


67 


YATES 




















21 


63 


TOTALS 


4 19 


14 


10 


13 


5 


7 


5 


14 


91 


3,088 
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HOSPITALS IN NEW YORK STATE'S RURAL COUNTIES 

1983 



Ntiaber of Beds 



Rural 
Counties 

Allegany 

Caccaraugus 

Cayuga 

Chaucauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Hamilton(b) 

Herkimer 

Jefferson 

Levis 

Livings ton 

Madison 

MontgoTtery 

Ontario 

Orleans 

Oswego 

Otsego^d) 

Putnam^ b) 

Rensselaer 

Saratoga 

Schenectady 

Schoharie 

Sr^uyler 

S.aeca 

St. Lawrence 

Steuben 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Wyoming 

Yates 

SUMMARY: 



Hospital 



Nursing 
Home 

UnHs 



Hospital 
Beds Per 
10,000 
Population 



Obstetrics 
Available 



Total 
Expend- 
itures 
(Thous. 

of 
Dollars 



157 


30 


30 


X 


$11 ,^55 






45 


X 


25,094 


294 




37 


X 


10,456 


\J t £m 


80 


46 


X 


49,184 




7 1 


54 


X 


62 ,826 


1 nn 


41 


20 


X 


8,936 




S4 


47 


X 


28 ,084 


1 7n 




28 


X 


14,118 


177 


- 


36 


X 


14,101 


173 


95 


37 


X 


16 ,390 






31 


X 


6, 222(a) 




/ J 


40 


Y 
*v 


13 ,632 


1 77 






Y 
<v 


17 ,085 








A 


8 153 




1 70 


28 


Y 


1 1 )263 




'KL 
J 


40 


Y 
<v 


13 , 493(a) 


^7n 






Y 


46,559 


7A 


1 70 


78 


Y 
*v 


8 ,966 


O J 




1 s 


Y 


6 642 


1 ^ 1 
1 J 1 


1 Afl 
i '♦o 


^ J 


Y 


14 *664 


Z,/ J 


1^ 1 
0 1 


C 1 

3 1 


Y 

A 


21 * 1 79 


Z/U 


Q 9 


"^0 
JU 


Y 

A 


29 RfiU 


1 1 Q 

1 ly 


OU 


J i 


Y 
A 


Q 20fi 








A 


\J f L X i \ €1 / 


31 J 


1 in 

1 jU 


Dj 


y 

A 


40 4Sfi 


654 


19 


43 


X 


40, 943(a) 


186 


76 


12 


X 


18,248 


814 




54 


X 


83,488 


70 




23 


X 


5,903 


52 


40 


29 


X 


6 ,619 


116 


33 


34 




6,534 


389 


29 


34 


X 


29,117 


358 


120 


36 


X 


34,050 


281 


40 


43 


X 


25 ,372 


67 


80 


13 






191 




22 


X 


1\672 


532 




34 


X 


2- 544 


440 




80 


X 


38,505 


99 


39 


18 


X 


8 ,658 


214 


44 


25 


X 


17,376 


108 


72 


27 


X 


10,737 


62 


24 


29 




4,456 


,895 


1,937 


35 




i870,371 



Total 

Nuaber 

Personnel 

481 
1,055 
752 
1,925 
2,224 
342 
1 ,026 
560 
533 
690 
306 
601 
667 
345 
432 

787 
1,959 

400 

259 

543 

823 
1,'14 

al6 

815 
1,803 

2,183 

803 
2,807 

206 

265 

279 
1,206 
1,523 

826 

222 

677 
1,470 
1,463 

353 

678 

398 

189 



36,356 



One hospital did not report total expenditures and is not included here. 
No hospital in this county. 

The lone hospital in Tioga county did not report total expenditures. 
Otsego County figures include a teaching and research hospital in 
Coopers town. 



SOURCE: American Hospital Association Guio- to the Hsalth Care Field, 1983. 
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CLINICS 



ol;^n^^?oi;^^^^^^ institutional ambulatory care (i.e., hospital 
outpatient services) is low in rural areas • 

• In 1983, 114 out of 188 (60.6%) of the 
hospitals in urban counties operated 
a.'Tfibulatory clinics. In the same year, 
20 of 93 (21.5%) hospitals in rural counties 
had outpatient departments. 



Since hospital outpatient departments are a 
significant source of health care serviccc 
for medically indigent persons in rural 
areas, this could severly hinder their access 
to services . 

• This disparity may place additional financial 
burdens on tho 2 rural hospit?ls which do have 
outpatient departments, by requiring them to 
pick up a greater proportion of medically 
indigent persons. 

While the number of Diagnostic & Treatment (p & T) Centers* in 
rural areas has increased since 1983, •::here are stiTTYe'^r, and 
smaller, clinics in rural counties than in metropolitan counties, 

• In 1983, 23 of the 96 (24%) multipurpose and 
child health freestanding clinics (the two most 
common types of D & T Centers) were located in 
rural counties. 

• In 1986, 96 out of 299 (32%) of the state's 
total number of Diagnostic and Treatment Centers 
could be found in rural counties. 

• In addition to providing health care to segments 
of the population which otherwise might not 
have access to such care, these diagnostic and 
treatment centers are often a viable alternative 
to institutional primary care services in 
areas where such services may not be available. 



* Including multipurpose and child health clinics, as well as 
other single specialty clinics such as family planning/planned 
parenthood clinics, hemophilia clinics, speoch and hearing centers, 
methadone maintenance treatment programs, abortion clinics, cerebra 
palsy and multiple sclerosis clinics, rehabilitation centers and 
renal dialysis centers. 

The following two pages feature maps of: (1) Article 28 D & T 
Centers and Section 330 Clinics, and (2) Family Planning Clinics, 
in upstate New York counties. v^xxxixcb. 
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CLINICS IN UPSTATE NEW YORK COUNTIES 
1986 





•IIMl j if If 

7 " * \ * nl'^i I 



metropolitan 
counties 
rural counties 



KEY: 



fined in the\ 



♦Diagnostic and Treatment centers as def 
1986 NYS Department of Health, Health Facilities 
Directory. 

•Federally Funded Section 330 Facilities 

#Clinics listed in NYS Health Facilities Directory 
and receiving Section 330 Funds. 



Numbers over symbols denote more than one facility at a 
location. 
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FAMILY PLANNING CLINICS IN UPSTATE 
NEW YORK COUNTIES 

1986 



KEY: 



# Planned Parent- 
hood Clinic/ 
Central Office 



♦ / 

J I* Planned Parent- 
hood Clinics 





* \ u^,o«**| Health Depart- 

\^ L.^^^J ^^^^ Clinics 

^ .^ii^NiCTy^^ ^ ^ \m Voluntary and 

\ ^ "r* y"^*^/ other County 
; * /x*^.. r * ^/ Clinics 

/ X Hospital Clinics 



0= metropolitan 
^ counties 
0= rural counties 



*Upstate - north of 
Westchester County 



SOURCE: Family Planning Association 



EMERGENCY MEDICAL SERVICES 
Certified Emergency Medical Technicians (Basic Level - 



1985): 



County Type 
1 

Metro 2 


EMTs/1000 Persons 

1. 16 
2.15 


1 

EMTs/Squau 

35.01 
30.06 


Rural 3 


2.88 


21.40 


4 


2.84 


15.59 


5 


2.94 


12.72 


6 


3. 27 


9.49 



Although the proportion of the population who are emergency 
medical technicians (EMTs) is much greater in rural areas 
than in urban areas, the average number of EMTs per squad is 
much lower in rural counties. Squads in rural communities 
tend to be smaller, as the area is more rural. Thus, the 
number of EMTs available to respond to an emergency call at 
any given time is less in these areas. 



Ambulance Services (Certified and Registered - 1987) 



County Type 


EMS Units/ 
10,000 Persons 


Volunteer Units/ 
10,000 Persons 


Percent 
Volunteer Units 




1 


0. 32 


0.23 


69.71% 


Metro 


2 


0.71 


0.58 


81.47 


Rural 


3 


1.34 


1.04 


78.01 




4 


1.80 


1.54 


85.64 




5 


2.13 


1.79 


84.13 




6 


3.51 


3.20 


91 .07 



The proportion of emergency medical services (EMS) units serving 
rural residents is much greater than in urban areas. Similarly, 
the propor\:ion of EMS units that are staffed by volunteers 
increases greatly in the more rural county types. In raral areas 
squads are usually staffed by part-time members donating their 
time to responding to emergency calls, in addition to the hours 
invested in training. Futhermore, as the chart on the following 
page indicates, persons in rural areas have much less access to 
EMT training courses (both initial training and refresher courses) 
than do urban persons. 

-4 9- 



ERLC 



EMT Training Courses Offered (1985): 



County Type 


Average Number 
Sponsors Per 


of Course 
County 


Average Number of Courses 
Offered Per County 


1 

Metro 2 


10 
5 




20.67 
15.44 


Rural 3 
4 
5 
6 


2 
2 
1 
2 




5.09 
4.33 
2.64 
3.00 



Present 911 and Enhanced 911 Services (1987) : 

In addition, although the 911 system has been credited with 
decreasing response times, and increasing the overall efficiency 
of emergency medical services, only about 1.3% of the current 
911 and Enhanced 911 access lines are located in rural counties 
of the state: 



County Type 


No. 911 Access Lines 


% of Total 


Metro 


1 


5,886,000 


86.4% 


2 


840,000 


12.3 


Rural 


3 


12,000 


.2 




4 


66,000 


1.0 




5 


0 


0 




6 


5,000 


.1 



Source: New York State Department of Health 
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LONG TERM CARE 



PERCENTAGE OF POPULATION 65+ 

County Type 1950 1960 1970 1980 1985 



Metro 



Rural 



1 
2 

3 
4 
5 
6 



7.7 
9.1 



9.7 10.9 12.4 
10.0 10.1 11.9 



10.8 11.6 
10.7 11.1 
12.1 12.4 

10.9 11.9 



10.9 
10.9 
11.4 
12.0 



13.1 
13.0 



12.0 12.8 

12.2 12.8 

12.5 13.0 

13.4 13.8 



NURSING HOME (RHCF) BEDS 
PER 1000 POPULATION 65+ (1985) 

County Type Number Beds 



1 


40.5 


2 


50. 8 


3 


42.5 


4 


45.9 


5 


44. 3 


6 


45.7 



ERIC 



The distribution of nursing home (RHCF) beds is relatively 
consistent throughout all six county types. However, since 
the population of elderly persons is increasing for all 
areas, the need for long term care alternatives must be 
examined. While long term home health care (i.e., the 
Nursing Home Without Walls Program) shows promise for metro- 
politan areas, its practicality for rural areas is yet to 
be proven, particularly due to high staff travel costs. 
Currently, there are 28 Nursing Heme Without Walls Programs 
located in rural counties of the state, and 61 in metro- 
politan counties. 

ELDERLY POPULATION (^5+ YEARS) 



1950-1985 




f>5 



HEALTH MAINTENANCE ORGANIZATIONS (HMOs) 



Health Maintenance Organizations (HMOs) are generally 
formed only in areas of 500,000 people or greater, in order 
to ensure the financial stability of the organization. 
However, recent years have seen growing numbers of HMOs in 
rural areas, as well as the expansion of metropolitan-based 
HMOs' service areas into rural areas. 

The map on the following page shows the number of 
Health Maintenance Organizations serving each county in the 
state, as well as the counties which are not covered by any 
HMO. There are currently 28 HMOs throughout the state, with 
17 having servir'e areas either partially or fully encompassing 
one or more rural counties of the state. However, 11 of the 
44 rural counties (25%) are not covered by any HMO service 
area, while residents of all of the metropolitan counties 
have access to at least one Health Maintenance Organization 
option. 

In addition, all of the 33 ru^^al counties that are covered 
by HMOs have access to at least one HMO which is an IPA or a 
network — that is, those counties are located in the service 
area of at least one HMO that provides its services at more 
than one site. 
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Health [Iaintenance Organizations (HMOs) 

1987 




Key ; 

Number in each 
county # of 
HMOs to which 
that county's 
residents have 
access. 

Cross-hatched 
counties — 
those with no 
access to HMOs. 



NEW YORK STATE 
COUNTIES 



metropolitan 
counties 

rural counties 



Source: 
in New 



Operational Health Maint ena nce Organ izations 
Y ork State . NYS Health Department. August 1987. 
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HOSPITALS, NURSING HOMEG , DIAGNOSTIC AND T RRATMF.NP CENTERS 
AND SECTION 3 30 CLINICS IN UPSTAT E NKW YORK COnN:;pXf.c; 



COUNTIES 



Albany 

Allegany 

Brocroe 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Ft-aiiKlin 

FultDn 

Genesee 

Greene 

Hamilton 

Herkimer 

Jef fe^-son 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Rensselaer 

St. Lawrence 

Saratoga 

^henectady 

Schoharie 

Schuyler 

Se.ieca 

Stev^ben 

Sul 1 ivan 

Tioga 

Tanpkins 

Ulster 

Warren 

Washington 

Wayne 

Wyoning 

Yates 



HOSPITALS 


RHCFs* 


4 


13 


2 


4 


3 


10 


4 


6 


1 




5 


10 


2 


6 


1 


4 


1 


7 


1 


5 


1 


2 


5 


4 


4 


10 


17 


44 


3 


4 


2 


3 


2 


3 


2 


4 


1 


2 


0 


1 


2 


5 


4 


5 


1 


1 


1 


4 


2 


4 


8 


35 


2 


4 


5 


13 


5 


19 


4 


13 


3 


6 


7 


7 


2 


4 


3 


6 


2 


3 


2 


1 


3 


9 


c 
D 


Q 
O 


2 


3 


4 


5 


1 


1 


1 


1 


2 


2 


3 


4 


0 


4 


1 


3 


1 


4 


3 


5 


1 


4 


2 


4 


2 


4 


1 


3 


1 


2 



CLINICS 



SECTION 330** 
FACILITIES 



9 

2 

3 

2 

4 

1 

2 

1 

2 

1 

2 

2 

5 

12 

3 

2 

1 

1 

1 

1 

3 

4 

1 

2 

3 

15 
-* 
i. 

4 

3 
5 
2 
6 
2 
3 
6 
1 
2 
1 
2 
6 
1 
1 
1 
1 
2 
2 
4 
5 
4 
1 
1 
2 
3 



1 
0 
1 
0 
0 
0 
0 
0 
0 
0 
2 
0 
0 
2 
0 
0 
0 
0 
0 

1 

0 
4 
0 
0 

6 
0 
0 
0 
1 
C 
0 
1 
2 
0 
0 
0 

1 

0 

1 

0 

1 

0 
0 
0 
0 
0 
0 
5 
0 
0 
0 
0 



♦Residential Health Care Facilities (nursing hcres) 
**Receive funds from the US Departnent of Health and Human Services 
for the cai?. of indigent patients in medically underserved areas. 

Sources: 1986 New York State Department of Health, Health 
Facilities Directory ; and US Department of Health and Human 
Services 1986 Directory or 330-Funded Community Health Centers. 
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REIMBURSEMENT 



Most third party payors have different fee scheduler for 
physicians' services to account for variability in riosts in 
different geographic regions of the state. These third party 
payors include Medicare, Worker's Compensation and Blue Shield. 
Medicaid pays physicians' fees according to one statewide fee 
schedule^ 



Medicare 

Reimbursement is on the basis of the physician's "reasonable 
charge" which is the lowest of: 

1. The actual charge for the service provided; 

2. The individual physician's median charge for similar 
services rendered during the previous year (the 
customary charge); or 

3. T( prevailing charge, which is the 75th percentile of 
all customary physician's charges made for similar 
services within that particular geographic region. 

The actual payment to the physician is 80% of this 
reasonable charge (and the physician is entitled to collect 
the remaining 20% from the patient). 

The geographic regions are: l. Manhattan; 2. Queens; 3. 
Greater New York; 4. Northern Metropolitan Counties; 5. 
Buffalo area; 6. Rochester area; 7. Other upstate cities; 
ard 8. Upstate rural. 



Medicaid 



Pays for physician services according to a single statewide 
feo schedule, based on the service provided. Physicians who 
treat Medicaid patients must accept those fees as payment in 
full for the services they provide. 

Because Medicaid reimbursement payment for physician 
services is so low that the physician is in the position of 
subsidizing the cost of s recipient's health care, fewer 
doctors are accepting Medicaid patients. 

In a comparison of New York State Medicaid to Medicare fees 
Medicaid pays approximately 42 percent of what Medicare pays 
for general practitioners and approximately 24 percent of 
what Medicare pays for specialists. Nationwide, New York 
State ranks next to the bot 5m in the Medicaid/Medicare 
comparison for general practitioners and at the bottom for 
specialists . 
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Workers ' Compensation 



Is based on a regionalized fee schedule. Different relative 
value units are assigned to each procedure performed, and 
then a formula is applied to account for the differences in 
the type of medical expense and the geographic region. The 
overall fee schedule may result in cost differences of up to 
30 percent in various parts of the state, reflecting 
differences in cost of living data and costs of running a 
medical practice. 

The highest cost region includes New York City, Nassau and 
western Suffolk County. The other regions are: Northern 
metropolitan counties; Upstate urban areas; and Upstate 
rural areas. 



Blue S hield 

Also divides the state into regions and bases reimbursement 
on a profile of usual and customary fees for participating 
and non-pa^^icipating doctors in the region. Reimbursement 
is limited to the 90th percentiJe of those fees. 



As can be seen from these descriptions of third party 
reimbursement systems, the practice of reimbursing patients on a 
regional basis greatly contributes to the difficulties in 
delivering adequate rural health care. Oftentimes, the costs 
incurred in delivering services in rural localities (oecause of 
the absence of econom\es of scale, increased transportation 
needs, and fewer health care options), are equal to or greater 
than costs in metropolitan areas. 



Source: Recomraendations for Financing Ambulatory Care in Non - 
Hospital Settings > NYS Council on Health Care Financing, 
October 1983. 
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HEALTH CARE PERSONNEL 



RECRUITMENT AND RETENTION 



Inhibitory/discouraging factors involved include: 

• Less educational, professional, social, and cultural 
opportunities in rural areas; 

• Lower salaries and reimbursement rates for rural 
personnel and physicianrf; 

• Higher malpractice rates for individual practicing 
physicians, (more frequent in rural areas), especially in 
high risk specialties; 

• Less modern equipment in small, rural hospitals to 
attract new practitioners, and to retain them; 

• Expenses encountered in recruiting physicians and 
personnel, often without positive results; 

For example, one rural hospital is currently spending 
as much as $20,000 to $30,000 to recruit just one 
physician ; 

• Current trends in the health care system in general, such 
as the emphasis on specialty training, rapid growth of 
medical technology, licensing regulations, and practice 
constraints . 



ROLES OF HEALTH CARE WORKERS 



The roles and skills of health professionals and personnel 
in rural areas are quite different than in metropolitan areas. 

• Physicians 

— Physicians in rural areas tend to be general, or inter- 
disciplinary, practitioners. Specialist practice is 
usually impractical, due to lack of economies of scale 
related to patient volume. 
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• Physician Extenders 



— Physician extenders, such as physician's assistants and 
nurse practitioners, could serve a great function in 
rural areas by expanding the scope and size of an 
individual physician's practice. However, lack of 
recognition of their roles, as well as prohibitory laws 
and regulations, discourage them from assuming many 
duties that they may be (or could become) qualified to 
perform, 

• Nursing Personnel 

— Nurses and nurse aides in rural areas often serve a much 
different role than their urban-based counterparts. For 
example, an R,N, in a metropolitan hospital may be found 
in an administrative or supervisory position, whereas 
similar positions are not readily available in rural 
practices, because of small staffs. Also, rural nurses 
are likely to perform multidisciplinary technical- 
clinical patient services, 

• Pharmacists 

— In addition to dispensing drugs, a rural pharmacist has a 
variety of roles. Because he or she knows most residents 
personally, the pharmacist is a major source of medical 
and health-related information, and serves many times as 
an informal coordinator of care received by individual 
patients , 

• Allied Health Personnel 

— Other health personnel in rural areas also serve a 
variety of functions. With low patient volumes and 
diversity of health care needs being characteristic of 
rural health care, employees must be able to respond to 
such conditions by serving many different functions. 



CERTIFICATION 



Certification and licensure regulations and procedures drive 
the entire medical/health care personnel system, and generally 
reflect metropolitan practice and settings. Related factors 
which impede upon the efficiency and availability required of 
rural health delivery include: 

• The trend toward rigid, sing le-specialty and even 

subspecialty practice, which does not accommodate the 
divei^se needs of rural residents or clinical settings; 
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• The assumption that various support specialists and 
services are readily available and accessible in a rural 
medical practice. 

• The lack of recognition and limitations imposed upon the 
practice of physician*s extenders. 

Medical practice in rural areas, in contrast to densely 
populated metropolitan are-is, calls for more generalists and 
multidisciplinary practitioners, as well as medical support 
personnel who can greatly expand an individual physician's 
practice. 



TRAINING 



Physician and medical professional training in general 
reflects urban settings, since that is usually where the 
teaching facilities are located (See map). Very little 
residency and internship programs occur in rural areas. 
Thus, a much greater percentage of physicians and 
professionals, such as therapists and other allied health 
personnel (including physician extenders) choose to continue 
practicing in metropolitan areas. 

Many nursing related training programs (for L.P.N. 's and 
R.N.'s, as well as nursing aides) are provided in SUNY 
Colleges and BOCES Districts (See maps). The following 
table shows the utilization pattern for R.N.'s and L.P.N. 's 
in 1980 for providers in metropolitan and rural counties'of 
New York State 



NURSES PER 10,000 PERSONS (1980) 



Source: "Are Nurses in Short Supply? A New York State 

Perspective." NYb Health Advisory Council. 1981 
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1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9 . 
10^ 
11. 
12. 
13. 
14. 



Albany Medical College 
Columbia University 
Cornell University 
Mount Sinai School of Medicine 
New York Medical College 
New York Institute of Technology 
New York University 
Sackler School of Medicine 
at Buffalo 
at Stony Brook 
Downstate Medical Center 
Upstate Medical Center 
University of Rochester 
Yeshiva University 



S.U.N.Y 
S.U.N.Y 
S.U .N.Y 
S.U.N.Y 



»-» I— 
CD 

00 O 




m 

CO 



*2 Columbia University has a Residency 

Program at Bassett Hospital in Cooperstown 



2,3,4,7,8,14 are 
in N.Y.C. 



DEGREE-GRANTING INSTITUTIONS 
OF POSTSECONDARY EDUCATION IN 
NEW YORK STATE'S RURAL COUNTIES 

1983-198^1 



30,62 



47 



10, 17,37 



15, IM8, 19,40,42 



NEvV YORK STATE 



COUNTIES 



— metropolitan 
counties 
v^/ — rural counties 



Source; 



Institutional Directory of Postsecondary Education 
in New York State , Office of Postsecondary Research, 
Information Systems, and Institutional Aid, New V^rk 
State Education Department, July 1983. 
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DEGREE-GRANTING INSTITUTIONS OF POSTSECONDARY EDUCATION IN 
NEW YORK STATE'S RURAL COUNTIES (SEE MAP) 1983-84 

State University of New York Colleges of Arts and Sciences - Baccalaureate, 
Post-Baccalaureate 

1. State University College at Cortland 

2. State University College at Fredonia 

3. State University College at Geneseo 

4. State University College at New Paltz 

5. State University College at Oneonta 

6. State University College at Oswego 

7. State University College at Plattsburgh 

8. State University College at Potsdam 

State University of New York Colleges of Arts and Science - Baccalaureate 

9. Empire State College - Saratoga Springs (Coordinating Center)* 

State University of New York Agricultural and Technical Colleges - 
Certificate, Associate ^ 

10. Agricultural and Technical College at Alfred 

11. Agricultural and Technical College at Canton 

12. Agricultural and Technical College at Cobleskill 

13. Agricultural and Technical College at Delhi 

14. Agricultural and Technical College at Morrisville 

State University of New York Statuatory Colleges - Post-Baccalaureate 

15. College of Veterinary Medicine at Cornell University, Ithaca 

State University of New York Statuatory Colleges - Baccalaureate, 
Post-Baccalaureate • 

16. College of Agriculture and Life Sciences at Cornell University, Ithaca 

17. College of Ceramics at Alfred University*, Alfred 

18. College of Human Ecology at Cornell University, Ithaca 

19. School of Industrial and Labor Relations at Cornell University, Ithaca** 
State University of New York Community Colleges - Certificate, Associate 

20. Adirondack Community College at Glens Falls 

21. Cayuga County Community College at Auburn 

22. Clinton Community College at Plattsburgh 

23. Columbia-Greene Community College at Hudson 

24. Community College of the Finger Lakes at Canandaigua 
25r Corning Community College at Corning 

26. Fulton-Montgomery Community College at Johnstown 

27. Genesee Community College aC Batavia 

28. Herkimer County Community College at Herkimer 

29. Hudson Valley Community College at Troy 

30. Jamestown Community College at Jamestown 

31. Jefferson Community College at Watertown 

32. North Country Community College at Saranac Lake*** 

33. Schenectady County Community College at Schenactady 

34. Sullivan County Community College at Loch Sheldrake 

35. Tompkins-Cortl ^ ' Community College at Dryden 

36. Ulster County Community College at Stone Ridge 

Private Institutions - Baccalaureate, Post-Baccalaureate 

37. Alfred University^ Alfrec** 

38. Clarkson College of Techn')logy, Potsdam 

39. Colgate University, Hamilton 

40. Cornell University, Ithaca 

41. Elmira College, Elmira 

42. Ithaca College, Ithaca 

43. Mount Saint Alphonsus Seminary of Esopus 

44. Rensselaer Polytechnic Institute, Troy 

45. Russell Sage College > Troy 

46. St. Anthony-on-Hudson, Rensselaer 

47. St. Bonaventure University, St. Bonaventure 

48. St. Lawrence University, Canton 

49. Union University, Schenectady 

* Also has Regional Centers with outreach services in: Alfred, Auburn. 
Canandaigua, Columbia-Greene, New Paltz, Fredonia, Plattsburgh, and 
Watertown. ' ^ ' 

** Degree program offered by these Institutions ^t Corning Graduate Center. 
Corning. 

*** Also has three branches in addition to main campus at Malone. 
Tlconderoga, and El izabethtown. 
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Private Institutions - Baccalaureate 

50. Hartwick College, Oneonta 

51. Hobart and William Smith College, Geneva 

52. Holy Trinity Orthodox Seminary, Jordanville 

53. Houghton College, Houghton 

54. Keuka College, Keuka Park 

55. Skidmore College, Saratoga Springs 
56* Wadhams Hall, Ogdensburg 

57. Wells College, Aurora 

Private Institutions - Associate, Certificate 

58. Cazenovia College, Cazenovia 

59. Mater Dei College, Ogdensburg 

60. Paul Smith's College of Arts and Sciences, Paul Smiths 
Private Institutions - Associate 

61. Columbia Memorial Hospital School of Nursing, Hudson 
Proprietary Institutions - Certificate, Associate 

62. Jamestown Business College. Jamestown 

63. Olean Business Institute, Olean 

Metropolitan Institutions with Branch Campuses In Rural Counties 

64. New York State Ranger School at Wanakena (College of Environmental 
Science and Forestry) 



SOURCE: Institutional Directory of Postsecondary Education New York State 
Office of Postsecondary Research, Information Systems, and ' 
Institutional Aid, New York State Education Department, July 1983. 



PROJECTIONS OF HIGH SCHOOL GRADUATES IN PUBLIC AND NONPUBLIC SCHOOLS 
NEW YORK STATE, 1982 TO 2002 

Thousands 
230 



210 . . \ 



190 



170 



150 



\ 



V 



_l I l_ 







1982 1986 1990 1994 1998 2002 



Source: New York State Education Department, Information Center on Educat 



ion. 
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NUMBER OF INSTITUTIONS OFFERING UNDEFGRADOATE AND GRADUATE 
PROGRAMS, BY MAJOR HBCIS AREAS* IN NEW TORK STATE'S 
RDRAL AND METROPOLITAN COUNTIES, 1983 



Number of 

Institutions 



Number of 
.iti tut loos 



Major REGIS AREA 

Agriculture and Natural Resources 
Architecture and Environmental Design 
Area Studies 
Biological Sciences 
Bubiness and Management 
Communications 

Computer and Informaton Sciences 

Education 

Engineering 

Fine and Applied Arts 

Foreign Languages 

Health Professions 

Home Economics 

Law 

Letters 

Librar ^ Gcience 
Mathematics 
Physical Sciences 
Psychology 

Public Affairs and Services 

Social Sciences 

Theology 

Interdisciplinary Studies 
Business and Commerce Technologies 
Data Processing Tezhnologies 
Health Services and Paramedical 

Technologies 
Mechanical and Eng'neering 

Technologies 
Natural Science Technologies 
Public Service Related Technologies 
Pre-Baccalaureate Liberal Arts 

Programs 



in Rural 


in Metropolitan 


State 


Counties 


Counties 


Total 


3 


4 


7 


4 


14 


18 


14 


38 


52 


28 


72 


100 


21 


65 


86 


8 


32 


40 


17 


49 


66 


26 


70 


96 


6 


22 


28 


24 


65 


89 


23 


60 


83 


17 


64 


81 


6 


14 


20 


1 


14 


15 


28 


70 


98 


1 


8 


9 


27 


69 


96 


26 


66 


92 


29 


69 


8 


12 


45 


57 


29 


75 


104 


5 


18 


23 


26 


61 


87 


30 


91 


121 


22 


61 


f 


28 


54 


82 


22 


31 


53 


1/ 


22 


39 


28 


49 


77 


29 


64 


93 



* HEGIS indicates the Higher TZducation General Informaton survey code, based 
on the Taxonomy of Instructional Programs in H. gher Education (U.S. Office 
of Education) under which a program is registered by rhe New York State 
Education Department. 



Source: Inventory of Registered Degree and Certificate Programs 
New York Scate Education Department, May 1981. 



ERIC 



-64- 

8j 



BOCES DISTRICTS AND OCCUPATIONAL EDUCATION CENTERS 
NEW YORK STATE, 1984 



23 



22 



21 



18 




I 7( 



19 



28 



27 



10 



!• 9 



1/ 



16 



31 



32 



29, 



11 



13 



34 



35 



NEW YORK STATE 
COUNTIES 



36 



" * I * " - - 



1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 

22. 
23. 
24. 
25. 
26. 
27. 
28. 
29. 
30. 
31. 
32. 
33. 
34. 
35. 
36. 
37. 
38. 
39. 
40. 
41. 
42. 
43, 



BOCES Districts: 

Orleans-Niagara 
Erie No.l 
Eirle No. 2 
Oiautauqiia 

Ca 1 1 araiigjs-Erle-Wyaning 
Genesee-wyondng 
Monroe No. 2 
Monroe No.l 

Livlngston-Steuben-Wyanlng 

Oitario-Seneca-Yate8-Cayuga-4fe3nne 

Steuben-Allegany 

Sdiuyler<heniing-Tloga 

Brocne-Delaware-Tloga 

Tonpkins-Ser •'a-Tloga 

Oortland-Madlsoii 

Cayuea-Ohondaga 

Ohonaag^-Madison 

Oswgo 

Madlson-Onelda 

Orelda-Madlson-Herklmer 

Jef f erson-Lads-Hanl 1 1 on-Herklnei^ 

Oneida 
St. Lawrence 
Franklln-Essex-Hami 1 ton 
Clinton-Essex-^arren-Washlngton 
WashingtorT-Warren--Hanilltorh-Essex 
Saratoga-Warren 
Hand 1 ton-FViltOR-Mont come ry 
Herklner-F\ilton-llTillton-Otsego 
Delaware-Qienango4bdlson-Ot sego 
Greene No.2-Delaware-Scholvirie-Otsego 
Albany-Schoharie-Schenectady 
RensselaerKblimbia-Greene 
Lutchess 
Ulster 
Sullivan 
Orange-Ulster 

Ritnam-Northem Westchester 
Rockland 

Vfestchester No. 2 
Nassau 
Sittfolk No.3 
Suffolk No.2 
Suffclk No.l 



NETWORKING AND COORDINATION 



It has often been noted that health services in rural ^reas 
are unduly fragmented. Rural providers often plan and deliver 
their services in isolation, with ittle communication among 
health care providers, and virtually no communication bet.v^^en 
health care and human services providers^ This results in an 
expensive system which is highly duplicative in terms of 
personnel , equipment , and support services. At a time when many 
rural heal th services providers are experienci ng severe financial 
hardships , attempts at increasing cost-effectiveness are a 
necessity. This can be accomplished in a variety of ways, 
including : 



• networking of state-local, public-private, and 
1 nral -urban partnerships; 

• service delivery ai ternat ives and innovations ; 

• greater sharing of information and resources 
among rural health care and human services 
oroviders ; 

• shared services and joint purchasing , for more 
efficient utilization of personnel and equipment; 

• coordinated systems of care , particularly for 
underser^'ed populations (e.g., elderly, disabled, 
and medically indigent persons) ; 

• greater interaction of health care providers >vith 
other principal components of rural life and rural 
development ; 

• more representation on health policy-making entities 
at the state level. 
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DESIGNING AN INTEGRATED RURAL HEALTH SYSTEM 



Health Services Components 

Major Services 

Support Services 
Linking Services 

Coordination and Networking 

Transportation 

Case Management 

Public Education and Health Information 
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DESIGNING AN INTEGRATED RURAL HEALTH SYSTEM 



An ideal rural health system would integrate the services now 
offered and support the development of services not yet available 
to citizens into a well-defined, comprehensive and financially 
viable health '^.are network. 

With this in mind, one must begin to consider how these services 
are now interacting, as well as how current trends will affect 
their relationships in the future, and how the evolution of an 
integrated system can be influenced. 

The task of designing and influencing the development of an 
integrated rural health care system must be approached with 
specific goals, criteria, and characteristics in mind. Such a 
system should improve the quality and delivery of health 
services, as well as access to such delivery. 
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DESIGNING CLIENT HEALTH SERVICES COMPONENTS 



Rural health care services in general can be divided into 
two categories: (1) major services, which for the most part 
already exist in some form in certain rural areas, and (2) other 
health and health-related services, which are not yet fully 
developed, but are nevertheless important for the health status 
and overall well-being of '^ural residents. 

The following major health service components are those to 
which access is considered vital in any rural health care system: 



Acute Care — that part of the health care system concerned 
with the medical diagnosis and treatment of relatively 
short-term illness; and is usually divided into tertiary or 
secondary levels of care. Secondary level services include 
medicine, suryery, emergency medicine, obstetrics and 
pediatrics, as well as supportive diagnostic services such 
as radiology and laboratory services. Tertiary level 
services are highly specialized and usually require 
sophisticated technology and teams of specialists. 

• Acute care services (particularly secondary level 
services) ar3 generally provided in the rural hospital. 
Research in rural health hPs shown that 80-90 percent of 
patient medical needs can oe handled satisfactorily by 
secondarv-level facilities. There appears to be a 
growing need for a new intermediate level for acute care 
in rural areas. Such facilities may resemble an 
infirmary, A map and list of the 90 hospitals in rural 
counties of the state follows this section. 

• Tertiary centers usually have a medical school or are 
directly affiliated with one for purposes of research 
residency training. 

Primary Care — the basic medical cai e provided at the point 
where the oatient first comes in contact wit.^ the health 
care delivery system. It involves the services required to 
meet most general health needs and includes prevention, 
health maintenance, and continuing evaluation a ^d management 
of general discomfort, early symptoms, and chronx i 
intractable aspects of disease. There is a serious shortage 
of such services in rural areas, - - rt iculari y for medically 
indigent persons . 

• Primary care services are provided in many settings, but 
most often in either a diagnostic and treatment center 
(i.e., clinic) or in an individual practitioner's office. 
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Long Term Caro — services for persons who, because of a 
physical or mental condition, are unable to cope with the 
tasks of daily livire without assistance for an extended 
period of time. Services range from assistance with simple 
activities of daily living to 24-hour-a-day nursing 
supervision and care, and may be provided in a variety of 
settings, including the patient's own home, out-patient 
facilities , and institutional environments . 

• Institutional long-term care is generally provided in an 
Article 28 Residential Health Care Facility (Nursing 
Home). Although there are currently 238 such facilities 
in the 44 rural counties of the state, they do not 
adequately meet the needs of the growing population of 
elderly persons. 

Home Care — care provided in a non-institutional 
environment (usually the patient's own home). This type of 
care may include non-medical services, such as housing 
designed for disabled persons, home-delivered meals, or 
counseling, but whx*-. ^ are often essential to the attainment 
of medically-directed care 

Elements of Care in the Home: 

Skilled Nursing Care — medically oriented care provided 
by a licensed nurse, including monitoring of aci ^e and 
unstable chronic medical conditions, evaluation of the 
patient's care needs, injections, care of wounds and bed 
sores, tube feedings, and clearing of air passages. 
Skilled nursing care is usually authorized by a 
physician. 

• Competition for qualified skilled nursing personnel is 
growing, and is especially difficult in rural areas. 

Physical Therapy — rehabilitative therapy provided by a 
qualified physical therapist. 

^P^ech Therapy — therapy provided by a qualified speech 
therapist to improve or restore 'speech. 

Occupational T herapy — therapy provided by a qualified 
occupationa' therapist to improve functional abilities. 

High Tech Care — equipment for services such as renal 
dialys s, respiratory therapy, and physical therapy are 
becoming more porcable and thus can be provided in the 
home care environment. 

Medical Soci al Services — assessment, referral, and 
counseling services related to the medical care needs of 
the patient. 
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Home H ealth Aide Services — assistance with simple, 
healtH- related tasks such as medications and exercises, 
and personal care services provided under the supervision 
of a licenced nurse. 

Personal Care — assistance with basic self-care 
activities such as bathing, dressing, getting out of bed, 
eating, and using the bathroom. 

Homemaker Services -- household services such as cooking, 
cleaning, laundry, shoppir\g, and escort services. 

Chore Services — hc:jsehold repairs, yard work, and 
errands . 

Home-Delivered Meals — meals delivered to the home for 
individuals who are unable to shop and/or cook for 
themselves . 

Telephone Reassurance — Regular telephone contact to 
individuals who are isolated and often homebound. 

Home Health Care — medically-prescribed ca.'e provided to 
people in their places of residence for the ..urpose of • 
promoting, maintaining, or restoring physical anci 'or rental 
health, and for minimizing the effects of illness and 
disability. 

• The staffing and provision of home health services is 
extremely difficult in rural areas. 

Long Term Home Health Care (Nursing Home W ithout Wa 1 1 s ) — 
an alternative to institutional long term'care, in that a 
comprehensive range of health, social, and environmental 
services is provided in the home for chronically ill or 
infirm persons. Services are coordinated by specifically 
designated hospitals, residential health care facilities, or 
certified home health agencies. 

• There are currently 28 long-term home health care (i.e.. 
Nursing Home Without Walls) programs in 27 of the 44 
rural counties in New York State. Staffing is a major 
problem , especially in rurr 1 areas . 

Rehabilitation — restorative healtli services, such as 
physical and/or occupational therapy, provided following a 
major illness or accident, in a variety of settings 
including hospitals, health-related facilities, and the 
patient's home. 

• The staffing and provision of rehabilitative services is 
extremely difficult in rural areas. 

Emergency Medical Services — service*" designed to 
facilitate initial entrance into the health care system for 
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patients suffering from unanticipated, life-threatening 
illnesses or accident-related injuries. The emergency 
medical services sys1.em includes properly equipped transport 
vehicles, trained emergency attendants, properly staffed 
emergency departments to receive patients, and a central 
dispatch. 

• The vast majority of first response emergency services in 
New York*s '"ural areas are provided by volunteer squads. 
Recently, such squads have been experiencing increasing 
difficulties with the funding and staffing of their 
operations and regulatory structures. 



In addition to the above major services, the rural health 
care delivery system should include availability of the following 
health->related and support components: 



Day Care ~ primarily social, but also including health 
promotion and maintenance services, for the elderly, 
children, and physically and/or mentally handicapped 
persons . 

• Provision of such services in rural areas is often 
fragmented and poses many difficulties, especially due to 
a lack of economies of scale. 

Respite — a temporary support service available to in-home 
caregivers, allowing them a rest from the rigors and 
confinement of constant attention to the needs of infirm 
friends or relatives. 

• There are few such services in rural areas. 

Hospi ce — car3 which recognizes the terminally ill 
patient's right to refuse major medical interventions, while 
being supportive in meeting needs of such individuals and 
family members arising from physical, psvcLological , 
spiritual, social, and economic stresses. 

• Of the 16 hospices certified in NYS in 1986, 6 were 
located in the fol lowing rural counties : Chemung , 
HerkiTfier, Jefferson, Schenectady, St. Lawrencp, and 
Tompkins. 

Health Promotion / Illness Prevention — educational, 
informational, and precautionary health services designed to 
increase the rural client's awareness and health status, in 
order to avoid illnr^g or disease. 

• Such services are not adequately and consistently 
provided in rural areas. 
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Mental Health Care — both in- and out-patient services to 
meet the mental and emotional needs of rural clients. 

• All 44 rural counties have county Mental Health Clinics 
and Departments. However, few community-based in-patient 
facilities are available. 

Alcohol ism and Substance Abuse Services — either in- or 
out-patient care, provided to meet -^hree primary goals: 
information and education for the benefit of the public; 
identification of persons wh-> may have a problem; and 
intervention and treatment after a problem is identified. 

• Few in-patient facilities are available in rural areas. 

^Gntal Services services aimed primarily at preventive 
oral health and hygiene, in addition to restorative oral 
health and surgery, and referral services to other health 
special ists . 

• Few c'ental clir cs are available for th^ economically 
indigent in ru.c*l areas. 

Related Human Services — social, educational, and other 
services, including some c^escribed elsewhere, designed to 
meet the needs of rural residents which may affect their 
health status and/or access to health care. 

Special Services — other, ancillary services (e.g., 
pharmacy, laboratory) that may or may not be provided in the 
acute care hospital )r ambulatory clinics, but are essential 
to providing accesb to the full continuum of health 
services . 

• The delivery of pharmacy services is changing greatly in 
rural areas with the disappearance of the sole- 
proprietary druggist. 

Environmen tal Health Services — services designed to 
address those hygienic, sanitary or toxic aspects of 
personal and community health which may have adverse effects 
on the health and well-being of its residents. 

• There are relatively few organized public health 
departments to deliver such services in rural areas. 

Housing — meeting the need for shelter of those rural 
persons at risk of being homeless or of living in inadequate 
homes, thus preventing many illnesses and diseases which 
could afflict the health of such persons. A map and list of 
Rural Preservation Companies (organizations existing to 
provide housing services in rural areas) can be found at the 
end of this section. 

• There is a serious shortage of housing alternatives for 
the frail elderly and low-income groups in rural areas. 
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HOSP^ALS IN NEW YORK STATE'S 
RURAL COUNTIES. 1986 



I 
I 




10,11 



SOURCE: 



NEW YORK STATE 
COUNTIES 

" " " 

♦•J*= rural counties 

Health Facilitito Directory 1986 
New York State Department of Health 



44,45 

59, 60, 61, 90 

54, 55, 56 
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Hospitals in Rural Counties 
(Hospital Beds By Type of Service) 

1986 



Type of Service * 



HOSPITAL NAME 



COUNTY 


M/S 


ICU 


ecu 


PED 


MATER 


REHAB 


PYSCH 


INT 


DETOX 


TOTAL 


Allegany 


36 


3 


0 


0 


0 


0 


0 


0 


0 


39 


Allegany 


81 


2 


4 


8 


7 


0 


0 


0 


0 


102 


Cattaraugus 


50 


3 


0 


0 


8 


0 


0 


0 


0 


61 


Catt. raugus 


118 


8 


0 


13 


14 


0 


0 


0 


0 


153 


Cattaraugus 


7(5 


3 


2 


10 


10 


0 


10 


0 


0 


111 


Cattaraugus 


40 


0 


0 


0 


0 


0 


0 


0 


20 


60 


Cayuga 


202 


10 


10 


10 


20 


0 


14 


0 


0 


266 


Chautauqua 


128 


5 


5 


10 


14 


0 


0 


0 


0 


162 


Chautauqua 


41 


3 


0 


0 


0 


0 


0 


0 


0 


44 


Chautauqua 


88 


3 


3 


0 


0 


0 


13 


0 


0 


107 


Chautauqua 


181 


7 


16 


21 


26 


0 


0 


0 


0 


251 


Chautauqua 


29 


0 


0 


0 


3 


0 


0 


0 


0 


32 


Chemung 


175 


0 


17 


20 


32 


0 


0 


12 


0 


256 


Cherr.ung 


167 


10 


4 


22 


10 


20 




2 


0 


239 


Chenango 


66 


4 


4 


10 


7 


0 




A 

\j 


0 


Q1 

«7 X 


Clinton 


265 


14 


7 


23 


25 


0 


22 


0 


0 


356 


Columbia 


136 


8 


0 


14 


12 


0 


0 


0 


0 


170 


Cortland 


123 


12 


0 


16 


15 


0 


1 1 


0 


0 


177 


Delaware 


30 


0 


0 


0 


0 


0 


0 


0 


0 


30 


Delaware 


18 


0 


4 


0 


0 


0 


0 




0 


22 


Delaware 


31 


5 


0 


0 


5 


0 


0 


0 


0 


61 


Delaware 


27 


0 


2 


0 


3 


0 


0 


0 


0 


32 


Delaware 


31 


1 


4 


0 


6 


0 


0 


0 


0 


42 


Essex 


23 


2 


0 


0 


0 


0 


0 


0 


0 


25 


Essex 


29 


0 


0 


0 


0 


0 


0 


0 


0 


29 


Essex 


41 


0 


0 


0 


4 


0 


0 


0 


0 


45 


Franklin 


68 


6 


0 


0 


6 


0 


0 


0 


0 


80 


Franklin 


74 


3 


4 


3 


7 


0 


0 


0 


0 


91 


Fulton 


94 


6 


0 


14 


10 


0 


0 


0 


0 


124 


Fulton 


49 


4 


0 


0 


0 


0 


0 


0 


0 


53 


Genesee 


67 


4 


4 


9 


10 


0 


0 


0 


0 


94 


Greene 


70 


6 


0 


5 


4 


0 


0 


0 


0 


85 


Ontario 


101 


7 


0 


0 


13 


0 


0 


0 


0 


121 


Herkimer 


72 


0 


0 


4 


7 


0 


0 


0 


0 


83 


Herkimer 


99 


3 


4 


4 




0 


0 


0 


0 


116 


Jefferson 


28 


5 


0 


0 


0 


0 


0 


0 


0 


33 


Jefferson 


38 


0 


0 


4 


6 


0 


0 


0 


0 


48 



1 Cuba Memorial 

2 Jones Memorial 

3 Tri-County Memorial 

4 Orlean General 

5 St. Fra'^cis 

6 Salamanca District Hospital 

7 Auburn Memorial 

8 Brooks Memorial 

9 Lake Shore Hospital 

10 Jamestown General 

11 Woman's Christian Association 

12 Westfield Memorial 

13 Arnot-Ogden Memorial 

14 St. Joseph's 

15 Chenango Memorial 

16 Champlain Valley Physicians 

17 Columbia Memorial 

18 Cortland Memorial 

19 A. Lindsay & Olive B. O'Connor 

20 Margaretville Memorial 

21 The Hospital (Sidney) 

22 Community (Stamford) 

23 Delaware Valley 

24 Elizabethtown Community 

25 Placid Memorial 

26 Moses-Ludington 

27 Alice Hyde Memorial Hospital 

2C General Hospital of Saranac Lake 

29 Nathan Littauer 

30 Johnstown Hospital 

31 Genesee Memorial 

32 Memorial Hospital (Catskill) 

33 F.F. Thompson 

34 Mohawk Valley General 

35 Little Falls 

36 E.J. Noble (Alex. Bay) 

37 Carthage Area Hospital 



Hospitals in Rural Counties 
(Hospital Beds by Type of Service) 

1986 

Type of Service 



HOSPITrtL NAME 


COUNTY 


M/S 


ICU 


ecu 


PED 


MATER 


REHAB 


PYSCH 


IfJT DETOX TOTAI 


oo nouse ox xno uoog o&n&ntikn 


Jef f erson 


190 


6 


4 


34 


24 


0 


0 


4 


0 


262 


jy Mercy Hosplt a l ( watertown^ 


Jefferson 


131 


6 


4 


27 


24 


0 


30 


0 


0 


222 


40 Lewis County General 


Lewis 


64 


0 


0 


6 


6 


0 


0 


0 


0 


76 


41 Nicnoias H. Noyes Metnorial 


Livingston 


70 


0 


5 


0 


10 


0 


0 


0 


0 


85 


4^ community Memorial (Hamilton) 


Ffad ison 


37 


2 


0 


o 

<^ 


4 


0 


0 


0 


0 


45 


*to uneiaa i^ixy HospT^tai 


Madison 


71 


6 


0 


12 


12 


0 


0 


0 


0 


101 


44 Amsterdam Memorial 


Montgomery 


87 


6 


4 


11 


7 


0 


0 


0 


0 


115 


4D ot« Mary s (Amsterdam) 


Montgomery 


98 


5 


3 


14 


9 


0 


22 


0 


0 


151 


Id diiuon bprings 


Ontario 


120 


0 


0 


0 


0 


0 


18 


0 


0 


138 


47 Genf va General 


Ontario 


98 


0 


0 


16 


16 


0 


0 


0 


Q 


130 


48 Arnold Gregory Memorial 


Orleans 


38 


5 


0 


0 


5 


0 


0 


0 


0 


48 


4y Meaxna Memorial 


Orleans 


54 


6 


0 


5 


6 


0 


0 


0 


0 


71 


DO AiDert Llndley Lee Memorial 


Oswego 


63 


2 


2 


0 


0 


0 


0 


0 


0 


67 


91 uswego Hospital 


Oswego 


92 


4 


4 


12 


20 


0 


0 


0 


0 


132 


52 Mary Imogene Bassett Hospital 


Otsego 


132 


8 


0 


10 


10 


0 


20 


0 


0 


180 


Oo A«0« Fox Memorial 


Otsego 


99 


4 


4 


11 


7 


0 


0 


0 


0 


1 25 


04 Leonard Hospital 


Rensselaer 


114 


9 


0 


0 


0 


0 


0 


0 


20 


143 


do oamarita'; Hospital 


Rensselaer 


190 


6 


6 


16 


27 


0 


30 


0 


12 


287 


Ob OL Mary s (Troy) 


Rensselaer 


171 


6 


6 


18 


0 


0 


0 


0 


0 


201 


07 AQirondacK Regional Hospital 


Saratoga 


30 


0 


0 


0 


0 


0 


0 


0 


0 


30 


Do oaratoga Hospital 


Saratoga 


125 


7 


7 


12 


15 


0 


16 


0 


0 


182 


59 Bellevue Maternity 


Schenectady 


0 


0 


0 


0 


40 


0 


0 


0 


0 


40 


bu bills Hcdpital 


Schenectady 


328 


20 


7 


24 


20 


0 


36 


0 


0 


435 


bi wft« i^iare s 


Schenectady 


211 


10 


10 


15 


19 


0 


0 


0 


0 


265 


community (CoDleskill) 


Schoharie 


58 


3 


3 


0 


6 


0 


0 


0 


0 


70 


b.j ocnuyier Hospital 


Schuyler 


41 


4 


0 


0 


4 


0 


0 


0 


0 


49 


64 Seneca Falls 


Seneca 


36 


0 


0 


14 


0 


0 


0 


0 


0 


50 


bD Waterloo Memorial (Taylor Brown) 


Seneca 


54 


2 


0 


0 


0 


0 


0 


0 


0 


56 


bb b» J • NODle (Gouverneur) 


St. Lawrence 


37 


3 


0 


3 


4 


0 


0 


0 


0 


47 


Of Massena r-ienioriai 


St • Lawrence 


62 


2 


2 


8 


5 


0 


0 


0 


0 


79 


68 A. Barton Hepburn Hospital 


St . Lawrence 


90 


6 


6 


5 


10 


0 


0 


0 


0 


117 


69 Canton-Potsdam Hospital 


St. Lawrence 


73 


0 


4 


0 


8 


0 


0 


0 


0 


85 


70 Clifton-Fine Hospital 


St. Lawrence 


20 


0 


0 


0 


0 


0 


0 


0 


0 


20 


71 Ira Davenport Memorial 


Steuben 


52 


3 


0 


6 


5 


0 


0 


0 


0 


66 


72 Corning Hospital 


Steuben 


119 


8 


4 


17 


10 


0 


0 


0 


0 


158 


73 Julia L. Butterfield Memorial 


Putnam 


32 


0 


0 


0 


4 


0 


0 


0 


0 


36 


74 St. James Mercy 


Steuben 


86 


6 


4 


12 


12 


0 


16 


0 


0 


136 


75 Community General (Harris) 


Sullivan 


209 


13 


10 


18 


12 


0 


13 


0 


16 


291 



Hospitals in Rural Counties 
(Hospital Beds by Type of Service) 

1986 

Type of Service 





HOSPITAL NAME 


COUNT'* 


1*1/ o 




ecu 




MAI GK 


REHAB 


PYSCH 


INT 


DETOX 


TOTAL 


76 


'ioga General 


Tioga 


63 


2 


2 


n 

yj 


n 
u 


u 


U 


u 


0 


67 


77 


Tompkins Community 


Tompkins 


142 


8 


8 


0 


^ yj 


n 
u 




A 

u 


U 


191 
59 
261 
190 
440 
74 
25 
160 
54 
102 


78 


Ellenville Community 


Ulster 


55 


0 


0 


4 


0 


0 


0 


0 


0 


79 


Benedictine Hospital 


Ulster 


177 


7 


5 


14 


21 


0 


37 


0 


0 


80 


Kingston Hospital 


Ulster 


150 


11 


0 


in 


13 


0 


0 


0 


0 


81 


Glens Falls Hos^^ital 


Warren 


321 


16 


12 


34 


27 


0 


30 


0 


0 


82 


Mary McClellan 


Washington 


64 


3 


2 


0 


5 


0 


0 


0 


0 


83 


Emma Laing Stevens 


Washington 


25 


0 


0 


0 


0 


0 


0 


0 


0 


84 


Newark-Wayne Community 


Wayne 


126 


8 


0 


12 


14 


0 


0 


0 


0 


85 


Myers Community 


Wayne 


44 


2 


2 


0 


6 


0 


0 


0 


0 


86 


Wyoming County Community 


Wyoming 


74 


8 


0 


8 


12 




0 


0 


0 


87 


Soldiers & Sailors Memorial 


Yates 


58 


4 


0 


0 


0 


0 


0 


0 


0 
0 


62 
156 
106 
101 


88 


Putnam Hospital Center 


Putnam 


122 


0 


10 


10 


14 


0 


0 


0 


89 


St* Jerome 


Genesee 


89 


3 


5 


9 


0 


0 


0 


0 


0 


90 


Sunnyview Hospital 


Schenectady 


0 


0 


0 


0 


0 


101 


0 


0 


0 


91 


Community General (G, Herman) 


Sullivan 


30 


0 


0 


0 


0 


0 


0 


0 


0 


30 



* Type of Service 

M/S — Medical /Surgical MATER — Maternity 

ICU--Intensive Care MED REHAB--Medical Rehabilitation 

CCU--Coronary Care PSYCH--?sychiatric 

PED— Pediatric PED INT--.Pediatric Intensive 



ALC DETOX — Alcohol Detoxification 
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HOSPITALS OjOSED IN RURAL COUNTIES, 1973 - 



1986 



Naine of 
Facility 

E,J. Barber Hospi-^al 
Lyons Carrminity Hospital 
E.J, Noble Hospital 
Will Rogers Hospital 
Mercy Hospital 

Coniminity Hospital of Sullivan 
County ~ Liberty Division* 

Community Hospital of Sullivan 
County ~ mnticello Division* 

Liberty Loomis Hospital 

Keene Valley Hospital 

Benedict Memorial Hospital 

Repd Memorial Hospit^;.l 

Hamilton Avenue Hospital 

Mercy Hospital 

Herkimer Memorial Hospital 

Bethesda Hospital 



Location 

Lyons 

Lyons 

Canton 

North Elba 

Auburn 

Liberty 

^fonticello 

Liberty 
Keene 

Ballston Spa 
Hancock 
Mont ice llo 
Tupper Lake 
HerKiiner 
Hornell 



County Year 

Wayne 1973 

Wayne 1973 

St, Lawrence 1974 

Essex 1975 

Cayuga 1977 

Sulllivan 1977 

Sullivan 1977 

Sullivan 1977 

Essex 1978 

Saratoga 1980 

Delaware 1981 

Sullivan 1982 

Franklin 1983 

Herkimer 1984 

Steuben 1986 



* Merged to form Comnunity General Hospital of Sullivan Cbunty, located in 
Harris, New York. 



Source: NYS Department oi Health 
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RURi\L PRESERVATION COMPANIES IN NEW fORK STATE (1985) 



Rural Preservation Companies are nonprofit canrnunity-based organi- 
zations which contract with the New York State Division of Hoacing and 
Conmunity Renewal to provide housing services in rural areas of the 
state pursuant to Article XVII of the Private Housing Finance Law. 



NUMBER 



RURAL PRESERVATION OORJ^ANY 



COUNTY 



1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 



Albany County Rural Housing Alliance 

Alfred Housing Conmittee 

Aridover Historic Preservation Corp. 

Assoc. for Neighborhood Rehab. Inc. 

Assoc. for Improvement in Mbhegan 

Bellport, Hagerman, East Patchogue Alliance 

Better Housing for Tompkins County 

Bishop Sheen Ecumenical Housing Foundation 

Black River Housing Cc/uncil 

Canastota Canal Town Cbrp. 

Castleton-on-Hudson Neighborhood Assoc. 

Catskill Mountain Housing Development Corp. 

Cattaraugus County Neighborhood Preservation Co. 

Cayuga Developments, Inc. 

Chautauqua Home Rehabilitation & Improvement Cbrp. 

Chautauqua Opportunities 

Chenango Housing Improvement Program, Inc. 

Clayton Improvement Association, Ltd. 

Columbia Preservation Corp. 

Comnunity Action in Self Help 

Comnunity Progress, Inc. 

Core Area Preservation Company, Inc. 

Cortland Housing Assistance Council, Inc. 

Cuba Community Development Corporation 

Deposit-Sanford Rural Housing Council 

Eastside Neighborhood Org. for Dev. Inc. 

Essex Community Heritage Organization 

Franklin County Community Housing Council, Inc. 

Friends of Keeseville, Inc. 

Frontier Housing Corporation 

Genesee Valley Rural Preservation Council 

Historic Ithaca and Tompkins County, Inc. 

Housing Action Corporation 

Housing Assistance Program of Essex County 

Housing Development Council of Orleans County 

Hudson Housing Services Corporation 

Keuka Housing Council, Inc. 

M-Ark Project, Inc. 

Marble City Housing Corporation 

Ptohawk Indian Housing Corp. 

New Berlin Housing and Preservation Co. 

New York State Rural Housing Coalition, Inc. 

North Shore Preservation Company 
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Albany 

Allegany 

Allegany 

St. Lawrence 

Ifestchester 

Suffolk 

Tompkins 

^fonroe 

Jefferson 

Madison 

rtensselaer 

Greene 

Cattaraugus 

Cayuga 

Chautauqua 

Chautauqua 

Chenango 

Jefferson 

Oolum' ia 

Wayne 

Steuben 

Chautauqua 

Cortland 

Allegany 

Broome 

Cattaraugus 

Essex 

Franklin 

Essex 

Jefferson 

Livingston 

Tompkins 

Allegany 

Essex 

Orleans 

Columbia 

vates 

Delaware 

St. Lawrence 

St. Lawi^ence 

Chenango 

Albany 

Jefferson 
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44 North Fork Housing Alliance, Inc. Suffolk 

45 Oneida County Corrmunity Action Agency Oneida 

46 Orange County Rural Development Advisory Corp. Orange 

47 Orleans/Genesee Rural Preservation Corp, Orleans 

48 Oswego Housing Development Council Oswego 

49 Otsego Rural Housing Assistance, Inc, Otsego 

50 Preservation Enterprises Franklin 

51 PRIDE of Ticonderoga Rural Preservation Co, Essex 

52 Putnam County Housing Corp, Putnam 

53 Regional Housing Council of the Southern Tier Chemung 

54 Rockland County Community Development Council Rockland 

55 Rural Opportunities, Inc. Monroe 

56 Rural Preservation Company of Dutchess County, Inc. Dutchess 

57 Rural Revitalization Corporation Cattaraugus 

58 Rural Sullivan County Housing Opportunities Sullivan 

59 Rural Ulster Preservation Company Ulster 

60 Saratoga County Rural Preservation Saratoga 

61 Schoharie County Rural Preservation Schoharie 

62 Secretariat for Education and Project Planning Broome 

63 Sharp Committee, Inc. Ulster 

64 Snow Belt Housing Company Lewis 

65 St, La'/rence County Housing Council St. Lawrence 

66 Steuben Churchpeople Against Poverty, inc. Steuben 

67 Steuben-Livingston Agricultural Project, inc, Steuben 

68 Stoneleigh Housing, Inc. Madison 

69 Suffolk Community Development Corporation Suffolk 

70 Tioga Opportunities Program, Inc. Tioga 

71 Tri-Couiity Action Council Steuben 

72 Wappingers Falls Youth Outreach/Oomm. Serv. Program Dutchess 

73 Warren^ Hamilton Housing Corporation Herkimer 

74 Western Catskills Contn. Revitalization Corp. Delaware 



Source: Rural Housing Resource Book . New York State Rural Housing 
Coalition, Inc. 
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\^ = metropolitan 
^ counties 

v^'= rural counties 



Source: NYS Rural Housing 
Coalition, Inc. 



LINKING SERVICES 



The field of health services delivery may be thought of as a 
social system which exists along with other social systems (e.g., 
government, economic, religious, and family systems). The health 
care delivery system, like other social systems, attempts to meet 
certain needs of society. Included in the overall health 
services delivery system are several subsystems or linking 
functions: Transportation, Coordination and Networking, Case 
Management, Education, Information and Resource Centers. In 
order to have a health care delivery system in a rural area which 
meets the needs of the community, these linking services must be 
available and organized to function effectively. 



Coordination and Networking 



There is a growing trend among rural hospitals to share 
services such as purchasing, laundry, billing, microfilming of 
medical records, biomedical testing, radiotherapy, continuing 
education, architectural design, and pastoral counseling. There 
are four common types of sharing structures: 

• A single hospital reaches out to provide services to a 
group of smaller institutions. 

• A state hospital association establishes a nonprofit 
corporation to develop services and sell them to 
hospitals. 

• An organization, such as certain orders in the Catholic 
hospitals, develops a shared services program. 

• A freestanding corporation is established to develop 
shared services . 

The variety of possible shared services or joint operations 
provides a number of alternatives for rural communities. Economy 
and enhanced services are the most obvious advantages of shared 
services, and may even be, for a struggling hospital, its last 
hope of survival. In addition, improved quality of care often 
results from such cooperative arrangements. By cooperating, 
small hospitals can offer their patients a muc!i wider range'of 
services, as well as increased access to specialists and 
expensive equipment. Management skills and training resources 
can be shared as well, to help hospitals function efficiently and 
meet various certification and legal requirements. 

Attention and support for such arrangements by both the 
public and private sectors have recently increased. For example, 
the Governor and the State Legislature have recognized the 
advantages of joint ventures and networking for rural health 
providers by the passage in 1986 of a bill sponsored by the 
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Commission on Rural Resources, The new law provides a grant 
program and technical assistance for such ventures. In addition, 
the Kellogg Foundation and the Robert Wood Johnson Foundation 
have developed special grant programs for rural hosp*' .als tht 
promote cooperative efforts. (A briefing paper on alternatives 
for cooperative efforts in ru?al health care delivery is 
available at the Commission office.) 



Transportation 

Transportation, as related to health care, takes two major 
forms. transportation for emergencies and transportation for 
accessing other types of health services. 

1 . Emergency Transportation Services 

The survival rate in rural areas for victims of auto 
accidents, fires and disasters is believed to be 
diminished in part because emergency medical vehicles 
must travel further distances under more dangerous 
conditions. Fur'* hermore , emergency .nedical services in 
rural areas are often fragmented, and squads are facing 
increasing financial and staffing difficulties. 

2. Transportation for Access to Health Services 

To receive health services many people in rural Nc at York 
must travel long distances. Although most rural roads 
are adequate, a person in need of medical attention may 
be unable to undergo the stress of long auto trips. In 
the absence of available public transportation services 
or accessible health facilities, the individual often 
simply "waits until he/she js rr longer sick." 

Attempts are being made nationwide and in New York State to 
combat some of the difficulties associated with the delivery of 
rural emergency, and other transportation services. The Governor 
and the Legislature of New York have recognized the problems with 
public transportation in rural areas of the state and those 
associated with the delivery of health services. Consequently, 
the Rural Public Transportation Coordination Assistance Program 
was introduced by tne Commission on Rural Resources and signed 
into law by the Governor July 24, 1986. This legislation 
provides a comprehensive state policy for the coordinated 
development and operation of public transportation services in 
the state's rural counties, and provides funding and technic^.l 
assistance to rural counties planning to establish coordinated 
systems of public transportation. 

The map on the following page shows those upstate counties 
that have countywide transportation systems. 
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UPSTATE COUNTIES* WITH COUNTY-WIDE 
TRANSPORTATION SYSTEMS 
1987 

(cross-hatched counties) 




NEW YORK STATE 
COUNTJFS 

"Upstate = north of 

destchester county ^ 
\ = metropolitan 
^ counties 
0= rural counties 

SOURCE: NYS Department of Transportation 
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Case Management 



A linking service which is vital to ensuring a client's 
awareness, accessibility, and confidence with the health system 
is assistance from persons who have knowledge of the system and 
are able to assist in coordinating his/her involvement. Because 
case management services are not readily accessible in rural 
areas, oftentimes people are uninformed and are therefore less 
likely to take advantage of the opportunities that are available. 
Case managers provide the link which connects a client with the 
appropriate health and related support services. 

Many rural counties and areas have recognized the need for a 
case management system for health and human services, and have 
established regional case management offices and "hotlines," An 
expansion of these efforts would be greatly beneficial to rural 
citizens and the providers who serve them. 



Public Education anJ Health Information Resources 



Educational opportunities for both the client and the 
provider in u rural health services system are essential for the 
prevention and treatment of illness and promotion of a healthful 
living environment. Health information efforts are generally 
viewed as being insufficient in reaching rural citizens. 

Because the health status of the public is affected greatly 
by lifestyle and genetic factors, the first reponsibility is to 
educate rural residents about such matters. People in rural 
areas are predominantly less healthy than their urban neighbors 
as they exhibit higher rates of chronic drinking, sedentary 
lifestyles, obesity, and accidents. However, people in rural 
communities may not even be aware of, and/or do not have access 
to, the services which would address these needs. Consequently, 
health education programs in rural communities are vital to the 
enhancement of the health status of rural citizens and 
communi ties , 

There are a number of public and orivate entities which 
provide health information to the pubxic. The local pharmacist, 
schools, and other community organizations often provide health 
information. County departments of health, mental health, and 
social services, as well as area offices for the aging and 
community action agencies, serve as major sources of health 
information in rural communities. In the forty-four rural 
counties of the state, almost all contain these entities, with 
the exception of health departments: only 18 of the 44 rural 
counties have organized county health departments. The map 
following this section shows the counties in the state that have 
organized health departments. 
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COUNTIES WITH ORGANIZED 
HEALTH DEPARTMENTS 

(cross-hatched 




1 



= rural ^ 
counties 

- metropolitan 
counties 



NYS Department of Health 



New York Ci 
Health Department 



Schenectady 
City Health 
Department 



Presently, rural residents face a double dilemma. Not only 
are they less healthy than their metropolitan neighbors, but they 
have less access to health service professionals. One of the 
main problems is the recruitment and retention of health care 
professionals. A major obstacle is the limited educational 
opportunities and informational resources for such professionals 
in rural areas. Until now, resources for medical and allied 
health training have been concentrated in large metropolitan 
medical centers. An emphasis on expanding and improving the 
volume and quality of teaching in rural settings would help to 
alleviate this situation. Another solution to this problem, 
being used in other states, is regional cooperation among 
hospitals with teaching centers. These hospitals promote 
outreach programs involving circuit-riding specialists who 
conduct one-day clinics. Another technique in continuing 
education is utilizing technological resources such as video 
cassettes , telecommunications , and speakerphones . Telecommuni- 
cations and speakerphones are especially ideal as they offer two- 
way communication. 
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DEVELOPING A RURAL HEALTH SYSTEM FOR NEW YORK STATE 



Definitions of "Rural" and "Rural Hospital" 
NYS Health Department Definitions 
Federal Definitions 
Commission Definitions 

Planning and Organizational Development 
Health Planning Tools and Mechanisms 

Current and Future Financing 

Reimbursement 

Alternate Level of Care (ALC) and Swing Beds 
Capital Financing Issues 

Federal and State Agencies and Interest Groups 

Summary of Programs Administered by the Sta^-e 
Health Department 
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DEVELOPING A F.URAL HEALTH SYSTEM FOR NEW YORK STATE 



System development as discussed here refers to those mechanisms 
tools policies, and strategies that implement or activate the ' 
rural health system framework and its components: in effect the 

gas or energy that will make the system run properly be 
maintained and updated as required. Key ingredients in this 
regard are financing and reimbursement; education, training 
recruitment and retention of personnel; monitoring, review and 
reporting; the application of proper criteria, rules 
definitions, regulations, and standards; leadership, 'repr-esen- 
tation and organizational development; information, research and 
program development; and communication, cooperation and 
coordination. Some of these strategies are discussed in the 
following section. 
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DEFINITIONS OF "RURAL" AND "RURAL HOSPITAL 



A serious problem in researching and developing policy for 
rural health care is the inadequacy and inconsistency of 
definitions of the terms "rural" and "rural provider," as well as 
the inflexibility with which they are used. Currently, the 
federal and state governments have vastly different criteria for 
determining whether or not a particular area in the state is 
rural. Similarly, regional planners and individual providers 
each have their own conceptions of "rural." Concern over this 
discrepancy arises because the definitions are used as a basis 
for implementation of policy. Problems often arise when a 
particular definition is applied rigidly for all policies 
regardless of the problem or need being addressed and its pe...^ps 
unique context. Frequently, the definition takes on a policy 
complexion of its own. 

Being defined c> , rural, by one or more of the various 
standards, can have serious consequences for a small hospital or 
other health care facility. For example, rural hospitals, as 
defined by the state government, are required to have a 65% bed 
utilization rate, in contrast to the 80% rate expected of other 
hospitals. In addition, hospitals and providers categorized as 
rural by the federal government's standards are reimbursed for 
their services at lower rates than other providers. 

The Commission recognizes a need for flexibility in the use 
of definitions, to allow for diversity in program objectives and 
the problems to be addressed, as well as an area's capacity to 
respond to those problems. For example, when considering 
planning for health care centers and hospitals, a regional or 
county-based definition is most functional. However, primary 
care services are better reviewed at a more local level , such as 
the primary care analysis areas used by the State Health 
Department. Similarly, planning for emergency medical services 
requires more attention to the geographical layout of an area. 



I. New York State Health Department Definition of a Rural Hospital 

The definition of a rural hospital used by the State Health 
Department was originally devised in the early 1980s by the Rural 
Hospital Advisory Committee as a method of setting criteria for 
the allocation of funding for a new program of medical library 
services. Since that time, its use has expanded. It is 
currently the method of determining reimbursement eligibility for 
many state health programs which address much different needs an^ 
conditions than the original intent. 
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There are four major elements in this definition of a rural 
hospital, with the focus on the size of the facility and the 
population density of the area in which it is located. Also, 
there are six exceptions which would exclude facilities under 
certain conditions. Each of the four elements is weighted and 
the total score must be six or higher for the hospital to qualify 
as rural. Tho current point system is as follows: 

Number of Acute Beds in Hospital 



75 beds or under 

76 to 100 beds 



3 points 
2 points 



Population Density of County Wheie Located 



Under 100 persons per square mile 
Under 150 persons per square mile 

Size of Hospital Budget 



3 points 
2 points 



Under $6,500,000 2 points 

Under $7,500,000 l point 

Number of Hospital Inpatient Admissions 

Under 4 ,000 2 points 

Under 4,500 1 point 



All hospitals, after review under these criteria, which 
achieve a score of six or higher are determined to be rural, with 
the following exceptions: 

1. Facilities in the following cities or counties: 

5 boroughs of NY City Schenectady County 

Nassau County Rensselaer County 

Suffolk County Onondaga County 

Albany County Monroe County 

Westchester County Erie County 

Orange County Oneida County 

2. Facilities wherein OHSM is in a hearing concerning 
revocation of the operating certificate for structural 
or operational deficiencies. 

3. Facilities wherein OHSM has issued a finding (subject to 
hearing) that the continued existence of the facility is 
not consistent with the public need. 

4. Facilities wherein the HSA and/or SHRPC and/or OHSM have 
adopted a plan which calls for the termination or 
conversion of the facility. 
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5. Specialty hospitals. 



6. Facilities wherein there is another existing acute care 
unit within five miles. 



There are currently 50 hospitals in New York State meeting 
the criteria of "rural" by this definition. 



II. New York State Health Department Definition of a Rural Area 



The New York State Department of Health uses Primary Care 
Analysis Areas (PCAAs) as its primary unit of analysis. Primary 
Care Analysis Areas can be used to compare health and 
socioeconomic characteristics of geographic areas smaller than 
counties, and thus are often a more accurate designation for 
health policy purposes. PCAA lines are drawn lo include towns, 
census tracts, and minor civil divisions. The guidelines used to 
identify PCAAs were developed by the New York Statewide Health 
Coordinating Council. 

In classifying the areas, several characteristics are 
considered. Criteria for the classification include minimum 
population base, population characteristics, typography, 
transportation networks and patterns, a maximum thirty minute 
travel limit, and existing nature of provider utilization and 
marketing areas. 

The State Health Department, through its Task Force on Rural 
Health Strategies, has recently designated all of the PCAAs as 
rural or urban, using population density as its major variable. 
Population density of 3000 to 6000 people per square mile is 
considered high, and the mid-range population density is 200-300 
people per square mile. PCAAs with high to mid-range population 
densities (greater than 200 people pex* square mile) are 
classified as urban, and rural PCAAs have a population density of 
less than 200 people per square mile. 

The PCAAs are further classified using the size of the 
largest city, according to the following chart: 
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NEW YORK STATE 
RURAL PRIMARY 
CARE ANALYSIS 
AREAS 





Rural with urban influente; contams city 
of 10,000 + ; popul.ition density ^'enerally 
below 200 per square mile 

Uib «n; population density greater than 
200 per square mile 



Source: NYS Efepartitcnt of Health, 1987. 



Classification 



Number of PCAAs 



Group 1: (U) Urban 

Population density greater than 200 per square mile 552 

Group 2: (RK) Rural with little or no urban influence 

Population density less than 150 per square mile, 

with no city of more than 10,000 105 

Group 3: (RU/RS) Rural with urban/suburban influence 

(RU) is rural with population density of less than 
or equal to 200 per square mile, containing a city 
of 10,000+ 25 

(RS) is rural with population density less than or 

equal to 200 per square mile, with no city of more 

than 10,000. ^iay include a city of less than 1^ 000; 

a densely pi")pulated town; a large town of 10,000+; 

or be adjacent to a more urban area 8 

According to these designations, most PCAAs fall into the 
urban group, with New York City accounting for more than 60% of 
the urban PCAAs, and Nassau/Suffolk accounting for another 20%. 
The 138 rural PCAAs occupy the majority of the land area of 
upstate New York. A map of PCAAs is featured on the previous 
page. 



III. Feieral Definition of a Rural Hospital 

1. Rural Hospital any hospital not located in a 
Metropolitan Statistical Area (MSA) , which is defined as an 
area of one or more central counties containing one main 
population concentration (i.e., an urbani'^ou area with at 
least 50 ,000 inhabitants) . The MSA may also include 
outlying, largely rural, counties which have close economic 
and social relationships with the central counties (e.g., 
meeting specific standards regarding commuting patterns , 
population density, ur. in population, and population 
growth). Areas outsiuc- MSAs are frequently cabled "non- 
metropolitan," as opposed to "rural." (See rr.^^ of Federal 
MSAs in New York State.) 

There are current^" 53 hospitals in New York State that are 
located outside of these federally-designated MSAs, and are thus 
classified as rural. 
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other federal definitions used for reimbursement purposes in 
rega^-d to providers serving rural areas are: 



2» Sole Community Hospital — any hospital which, by reason 
of factors such as isolated location, weather conditions, travel 
conditions, or absence of other hospitals, is the sole source of 
inpatient hospital services reasonably available to individuals. 
The specific criteria for designation as a sole community 
provider are: 

1. The hospital is located more than fifty miles 
from other like hospitals, or 

ii. The hospital is located between 25 and 50 

miles from other like hospitals and either: 

a. No more than 25% of the residents in the 
hospital's service area are admitted to 
other like hospitals for care, or 

b. Because of local topography, weather, 
etc., the other hospitals are generally 
not accessible for more than one month in 
a twelve month period; or 

c. The hospital is located between 15 ana 25 
miles of other like hospitals and because 
of local topography, weather, etc., the 
other hospitals are generally not 
accessible for more than a month in a 
twelve month period. 



Sole Community Hospital (SCH) status is granted for purposes 
of reimbursement under federal prospective payment systems, 
allowing them payment adjustments and exemptions from hospital 
cost limits. Specifically, an SCH is reimbursed according; to the 
method of establishing rates for the first year of the transition 
period. In addition, an SCH may receive additional payments if 
the facility experienced a decrease of more than 5% of its 
inpatient cases due to circumstances beyond its control. 

There are four hospitals in New York State that have been 
designated Sole Community Providers: Champlain Valley Physicians 
Hospital (Clinton County) , Clifton-Fine Hospital (St. Lajvrence 
Co.), Community General Hospital — Harris Division (Sullivan 
Co.), and Moses-Luding ton Hospital (Essex Co.). 



3. Rural Referral Center — for designation as a rural 
referral center a hospital must meet two mandatory criteria (case 
mix and number of discharges), and at least one of three optional 
criteria (specialty composition of medical staft, source of 



-105- 



1P.3 



inpatients, or volume of referrals) in^ addition to being located 
in a rural area (i.e., outside an MSA)/ 

Rural Referral Centers are designated as such in order that 
they can qualify for exceptions and adjustments to federal 
Prospective Payment System amounts. 

There are s^x hospitals in NYS that are considered Rural 
Referral Centers, They are: A.O, Fox Memorial (Otsego County), 
Auburn Memorial (Cayuga County), Benedictine Hospital (Ulster 
Co,). Columbia Memorial (Columbia Co.), M.l. Bassett Hospital 
(Otsego County), and Olean General Hospital (Cattaraugus County), 



III. Commission on Rural Resources' Definition of Rural 

In considering the prevision of health services, ..the 
Commission defines the term rural flexibly, depending on the use 
to which the definition will be put. 

Usually a town is considered rural when the population 
density is less than 150 persons per square mile.* Counties of 
under 200,000 population are also considered rural. There are 
some 700 towns out of 932 that are thus classified as rural, and 
44 counties of the 57 outside of New York City that are rural. 

In Paul R. Eberts* Socioeconomic Trends in Rural New York 
State : Toward the 21st Century , a scheme of six types^of 
counties are identified. County types are labeled as follows: 

Type 1. Downstate metropolitan counties 

Type 2. Upstate metropolitan counties 

Type 3. Rural counties under extensive urban influence 

Type 4, Rural counties under considerable urban influence 

Type 5, Rural counties under moderate urban influence 

Type 6, Rural counties under limited urban influence 

The counties were initially classified by population. A 
breakpoint of 200,000 in county population was used *or 
separating metropolitan from non-metropolitan (or ru al) 
counties. By this formulation, eighteen New York counties are 
metropolitan and forty-four are rural. The eighteen metropolitan 
counties were designated as type 1 and type 2 by separating the 
metropolitan counties by the percentage of rural (or 

*See Population Density Map for New York State Towns, located 
on the inside back cover of this guide. 
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non-urban) population — that is, the percentage of people who do 
not live in places of 2,500 or more people. When the eighteen 
metropolitan counties (those with more than 200,000 people) are 
divided into those with more than 10 percent nonurban and those 
with less than 10 percent nonurban, then nine counties fall into 
each grouping. Moreover, the nine which have less than 10 
percent of their population living in rural places are all in the 
New York City area, while the remaining are upstate. 

The 44 rural counties have degrees of "ruralness" (or 
"urbanness") which were subdivided using two criteria, which 
separate the counties according to their similarities and 
differences. These two criteria are the percentage of people in 
the counties who commute outside for employment, and the size of 
the largest place in the counties. The latter is an important 
criterion because the size of the largest place in a county often 
defines the general so'^.ial, political, and economic character of 
a county in a "more ui . n" or "more rural" way. The following 
chart demonstrates the categories into which the 44 rural 
counties were divided. 

six* of LargMC PIac* In Councy 
(10,000 or Mora Parsona) 

y \ 

Hlghar towar 
Chan 10,000 than 10,000 



Percencaga ^ 

of Work 
Forca Which 
Cosucea 
Cucslda 
Councy of 
Rasldence 
for Employnanc 



Highar 

(20Z 
. or 
■or a) 



Lover 
(19. 9Z 

or 
lasa) 



3. Extaaalva 


Urban Influanca 


5. Moderaca Urban Influanca 


Cayuga 


Oncario 


Colui^ia 


Schoharie 


Fulcon 


Oavago 


Greene 


Schuyler 


Ganaaaa 


Ranaaalaar 


Haailcon 


Seneca 


Had is on 


Saracoga 


HarkiMr 


Tioga 


HoncgoMiy 


Schanaccady 


Livings con 


Waahingcon 


Wayva 


Orleans 


uyoodjig 






Pucnaa 


Tacea 


(N - 


11) 


(N 


- 14) 


4. Conaidarabla Urban 


6. Liaicad 


Urban Influence 


Influanca 






Catcaraugua 


Ocaago 


AXlegany 


Eaaex 


Chautauqua 


Sc. Lawrence 


Chenango 


Franklin 


Chaaung 


Sceubec 


Delaware 


Lawia 


Clincon 


Toimiflna 


Sullivan 


Corcland 


Ulacer 






Jefferson 


Warren 


(N 


- 7) 


(N - 


12) 



(H-25) 



(N-19> 



(N - 23) 



(N - 21) 



Tocal 
M-4k 



*Urbaa Influence la defined here aa a funccion of size of largeac ttunlcipalicy In a 
councy and che percencage of che councv's work force which cooaucaa oucside che 
councy for ouploynenc. 



The 1980 Census showed that 3,088,546 people live in rural 
counties of the state, as defined in the Eberts study, accounting 
for 17.6% of the state's total population. 

According to this scheme, there are currently 90 hospitals 
located in those 44 rural counties. 
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HOSPITAL NAME 



A. Barton Hepburn Hospital 

A. Lindsay & Olive B. O'Connor 

A. O. Fox Memorial 
Adirondack Regional 
Albert Lindley Lee Memorial 
Alice Hyde Memorial 
Amsterdam Memorial 

Arnold Gregory Memorial 

Arnot-Ogden Memorial 

Auburn Memorial 

Bassett Hospital 

Bellevue Maternity 

Benedictine Hospita^ 

Brooks Memorial 

Canton-Potsdam Hospital 

Carthage Area Hospital 

Champlain Valley Physicians 

Chenango Memorial 

Clifton Springs 

Clifton-Fine Hospital 

Columbia Memorial 

Community (Cobleskill) 

Co.nmunity (Stamford) 

Community General - G. Herman Div 

Community General - Harris Div. 

Community Memorial (Hamilton) 

Corning Hospital 

Cortland Memorial 

Cuba Memorial 

Delaware Valley 

E.J. Noble (Alex. Bay) 

B. J. Noble (Gouverneur) 
Elizabethtown Community 
Ellenville Community 



HOSPITALS CONSIDERED "RURAL'^ 
(1987) 



COUNTY 



COMMISSION 
DEFINITION 



FEDEPAL DEFINITIONS 
SOLE RUP.AL 
STATE COMMUNITY RURAL REFFERAL 
DEF PROVIDER HOSPITAL CENTER 



St . Lawrence 


X 


X 


Delaware 


X 


X 


Otsego 


X 




Saratoga 


X 


X 


Oswego 


X 


X 


^rankl in 


X 


X 


Montgomery 


X 




Orleans 


X 


X 


Chemung 


X 




Cayuga 


X 




Otsego 


X 




Schenectady 


X 




Ulster 


X 




Chautauqua 


X 




St . Lawrence 


X 


X 


Jefferson 


X 


X 


Clinton 


X 




Chenango 


X 


X 


Ontario 


X 




St. Lawrence 


X 


X 


Columbia 


X 


X 


Schoharie 


X 


X 


Delaware 


X 


X 


Sullivan 


X 


X 


Sullivan 


X 




Madison 


X 


X 


Steuben 


X 




Cortland 


X 




Allegany 


X 


X 


Delaware 


X 


X 


Jefferson 


X 


X 


St . Lawrence 


X 


X 


Essex 


X 


X 


Ulster 


X 


X 



X 
X 
X 



X 
X 

X 
X 
X 
X 
X 
X 

X 
X 
X 
X 
X 
X 

X 
X 

X 
X 
X 
X 
X 



X 
X 
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HOSPITAL NAME 



COUNTY 



Ellis Hospital 


Schenectady 


Emma Laing Stevens 


Washington 


F.F» Thompson 


Ontario 


General Hospital of Saranac Lake 


Frankl in 


Genesee Memorial 


Genesee 


Geneva General 


Ontario 


Glens Falls Hospital 


Warren 


House of tne Good Samaritan 


Jefferson 


Inter-Community (Newf ane) 


Niagara 


Ira Davenport Memorial 


Steuben 


Jamestown General 


Chautauqua 


Johnstown Hospital 


Fulton 


Jones Memorial 


Allegany 


Julia L. Butterfield Memorial 


Putnam 


Kingston Hospital 


Ulster 


Lake Shore Hospital 


Chautauqua 


Leonard Hospital 


Rensselaer 


Lewis County General 


Lewis 


Little Falls 


Herkimer 


Margaretville Memorial 


Delaware 


Mary McClellan 


Washington 


Massena Memorial 


St • Lawrence 


Medina Memorial 


Orleans 


Memorial Hospital (Catskill) 


Greene 


Mercy Hospital (Watertown) 


Jefferson 


Mohawk Valley General 


Herkimer 


Moses-Ludington 


Essex 


Myers Community 


Wayne 


Nathan Littauer 


Fulton 


Newark-Wayne 


Wayne 


Nicholas H. Noyes Memorial 


Livingston 


Northern Dutchess 


Dutchess 
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FEDERAL DEFINITIONS 
SOLE RURAL 
COMMISSION STATE COMMUNITY RURAL REFFERAL 
DEFINITION DEF PROVIDER HOSPITAL CENTER 



X 

X X 

X 

XX X 
X X 

X 
X 

X X 
X 

XX X 
X X 
XX X 
XX X 
X X 

X X 
XX X 

X 

XX X 
X X 

XX X 
X X 

XX X 
X X 
X X 

X X 
X X 
XXX 
X X 

X X 
X 

X X 
X 
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HOSPITAL NAME 


COUNTY 


Olean General 


Cattaraugus 


Oneida City Hospital 


Madison 


Oswego Hospital 


Oswego 


Placid Memorial 


Essex 


Putnam Hospital Center 


Putnam 


Salamanca District Hospital 


Cattaraugus 


Samaritan Hospital 


Rensselaer 


Saratoga Hospital 


Saratoga 


Schuyler Hospital 


Schuyler 


Seneca Fails 


Seneca 


Soldiers & Sailors Memorial 


Yates 


St. Clare's 


Schenectady 


St. Francis 


Cattaraugus 


St. James Mercy 


Steuben 


St. Jerome 


Genesee 


St. Joseph's 


Chemung 


St. Mary's (Amsterdam) 


Montgomery 


St. Mary's (Troy) 


Rensselaer 


ouiiiiyview nOSpitai 


Schenectady 


The Hospital (Sidney) 


Delaware 


Tioga General 


Tioga 


Tompkins Community 


Tompkins 


Tri-County Memorial 


Cattaraugus 


Waterloo Memorial (Taylor Brown) 


Seneca 


Westfield Memorial 


Chautauqua 


Woman's Christian Association 


Chautauqua 


Wyoming Co. Community 


Wyoming 




TOTALS 



FEDERAL DEFINITIONS 



SOLE 

COMMISSION STATE COMMUNITY RURAL 
DEFINITION DEF PROVIDER HOSPITAL 



RURAL 
REFFERAL 
CENTER 



X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 



X 
X 
X 

X 
X 



X 
X 

X 

X 

X 



X 
X 



X 
X 
X 

X 
X 
X 



X 
X 
X 
X 
X 



90 50 



4 



53 



4 131 



EBERTS URBAN/RURAL TYPOLOGY BY NYS COUNTY 



TYPE 



DOWNSTATE 
METROPOLITAN 



TOTAL // 



UPSTATE 
METROPOLITAN 



(Based on 1980 Census) 
3 k 



RURAL WITH 
EXT. URBAN 

11 



RURAL WITH 
CONSIDERABLE 
URBAN 
12 



RURAL WITH 

MODERATE 

URBAN 
lA 



RURAL WITH 
LIMITED 
URBAN 
7 



(1 
(1 
(1 
(1 
(1 
(1 
(1 
(1 
(1 



Bronx* 

Kings* 

Nassau 

New York* 

Queens* 

Richmond* 

Rockland 

Suffolk 

Westchester 



Key 

* NY City 

(1) Both MSA an^l 

(2) Neither MSA 

(3) MSA, but unde 
(A) Not MSA, but 



MSA = Metropo 



(1) Albany 
(1) Broome 
(1) Dutchess 
(1) Erie 
(1) Monroe 
(1) Niagara 
(1) Oneid/^ 
(1) Onondaga 
(1) Orange 



?ver 150 person! 
150 persons/ 
150 persons/s 
)ver 150 person: 



Litan Statistics 1 Area 



(2) Cayuga 

(2) Pulton 

(2) Genesee 

(3) Madison 
(3) Montgomery 
(3) Ontario 
(3) Oswego 

(1) Rensselaer 

(1) Saratoga 

(1) Schenectady 

(3) Wayne 



/sq. mile 
q. mile 
. mile 
/sq. mile 



Total 

23 
27 
11 
1 

"62 



(2) Cattaragus 

(2) Chautauqua 

(1) Chemung 

(2) Clinton 
(2) Cortland 
(2) Jefferson 
(2) Otsego 
(2) St. Lawr. 
(2) Steuben 
(4) Tompkins 

(2) Ulster 

(3) Warren 



(2 
(2 
(2 
(3 
(3 
(3 
(1 
(2 
(2 
(2 
(3 
(3 
(2 
(2 



Columbia 

Greene 

Hamilton 

Herkimer 

Livingston 

Orleans 

Putnam 

Schoharie 

Schuyler 

Seneca 

Tioga 

Washington 

Wyoming 

Yates 



Paul R. E 



(2) Allegany 

(2) Chenango 

(2) Delaware 

(2) Essex 

(2) Franklin 

(2) Lewis 

(2) Sullivan 



Sc*urce: Socioecon )mic Trends in Rural New 



York Stat;; Toward the 21st Century . 



)erts. September 198A, 
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ALIKKNATIVE UKBAN/RURAL 



Statistical Area 



UIBAN 

HSA 
I 3A 



RURAL 

NON-MSA 
28 



URBAN 
OVKR 200,000 
18 



OEFINITIONS BY COUNTY 
Eberts T ypology 



RURAL 
UNDER 200»000 
44 



Albany 
Broome 
* Bronx 
Chenung 
Dutchesa 
Cria 
*Queens 

Hark i DC r 
AKinga 
Livingaton 
Madia on 
Munroa 
Montgomery 
Naaaau 
*ilew York 
Niagara 
Onaida 
Onondaga 
Orange 
Orlaana 
Oawego 
futnaa 
Renaaalaar 
*RichiBond 
RocWiand 
Saratoga 
Schenectady 
Suffolk 
Tioga 
Warren 
Washington 
Wayna 

Weatcheatar 
Ontario 



* NY City 
HSA » Metropol 



Allegany 

Cattarague 

Cayuga 

Chautauqua 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Eaaex 

Franklin 

Fulton 

Canasaea 

Hamilton 

Jaf faraon 

Lawia 

Otaago 

Saint Lawranca 

Schoharie 

Schuyler 

Seneca 

Steuben 

Sullivan 

Toapkina 

Ulater 

Wyoming 

Yetea 

Greene 



tan Statistical Area 



Albany 
* Bronx 

Broome 

Dutcheaa 

Rrie 
*Kinga 

Monroe 

Neeea^j 
*New York 

Niegere 

Oneide 

Onondaga 

Orange 
*Queens 
ARichmond 

Rockland 

Suffolk 

Weatcheatar 



Allegeny 

Cattarague 

Ceyuge 

Cheutauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delewere 

Eaeex 

Frenklin 

Fulton 

Geneeee 

Greene 

Hamilton 

Herkimer 

Jeffereon 

Ltuie 

Livingaton 

Mediaon 

Montgomery 

Ontario 

Orleena 

Oawego 

Otaego 

Putnam 

Reneeeletsr 

SeintLewrence 

Saratoge 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Steuben 

Su I liven 

Tioga 

Tompkioa 

Uleter 

Warren 

Waahington 

Wayne 

Wyoming 

Yatet 



URBAN 
OVER l50/aq. miln 

24 



Population Density 



RURAL 

UNDER iSO/eq. oiU 
38 



Albany 


Al IftBAnv 


A Bronx 




Broome 




Chemung 


Chaii^ ailfliia 


Uutclieea 


Ci\ Snsn on 

VII VIISiiMU 


Eri- 


C 1 in^on 

w m AiibWfi 


*Kin 


1 iiMtk ■ M 
lUulD 4 ■ 


Monroe 


Cort land 


Ne jeau 


Ha 1 aua p m 

um f a 


ANev York 


Pa SAW 

esse A 


Niegara 


Franklin 


Oneide 


Ful ton 


Onondege 


Geneeee 


Orange 


Greene 


Putnam 


Hemilton 


* Richmond 


He rkimcr 


Rockland 


Jeffereon 


Seratoge 


Lewie 


Schenectedy 


Livingaton 


Sutfoik 


Medifon 


Tompkina 


Montgomery 


*Meetclieeter 


Onterio 


AQueena 


Orleen 


Renaaalaar 


Oawego 




Otaego 




SeintLewrence 




Schoherie 




Schuy .ar 




S^s^-.flce 




Steuben 




S ul liven 




Tioge 




Ulster 




Warren 




Washington 




Wayne 




Wyoming 




Ya^es 



1 r 



Planning and Organizational Development 



Traditiona] ly, most health services have been planned and 
provided on an individual basis. Case management is a key 
component in order to follow clients' progression in the system. 
In effect, there really has not ^ een a comprehensive "system" of 
rural health services, per se , but rather individual providers 
functioning as loosely knit members of independent subsystems. 

In terms of planning and organizing for the future, however, 
trends strongly suggest the need for more formal inter- 
organizational and in terinst itu t ional arrangements in the 
delivery of health services. These trends are especially 
significant in rural areas, where sparse populations and scarce 
resources do not allow for unbridled competition among a great 
number of providers. Moreover, such combining of resources is 
generally accepted as the most efficient and effective method of 
delivering services . 

Interorganizational arrangements focus on cooperative 
planning and development of both vertical and horizontal linkages 
of services and support systems. A goal is coordinated provision 
of health services. This may involved cooperation and sharing of 
resources (e.g., buildings, equipment) and health personnel. 



Health Planning Tools and Mechanisms * 

• State Health Plan and State Health Systems Plans 

• Medical Facilities Plan 

• Regional Health Systems Agencies 

• Regional Plans for Primary Care and Preventive 
Health Services 

• Need Methodologies 

• Certificate of Need Process 

• Rural Health Network Demonstration Grants 

• Rural Health Care Services Diversification Program 

♦Used by the New York State Department of Health 
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Current and Future Financing 



Another important aspect of a rural health system that must 
be considered is financing. Two main problems associated with 
financing must be addressed in order to have a network of 
adequate health services in rural areas. These are: (1) rural 
facilities and providers have historically been reimbursed at 
lower rates than their metropolitan counterparts, for the same 
services; and (2) the overall structure of financing mechanisms 
is geared toward the provision of individual, presumably 
unrelated services . 

While the unequal reimbursement rates for rural providers is 
a major obstacle that may be overcome by improved data, the 
greatest difficulty in terms of networking is in designing 
financing mechanisms that encourage and allow for cooperation in 
planning and implementing services. 

Currently, the regulation of the health care system is 
organized along program lines (e.g.. Title 18 vs. Title 19; 
general hospitals vs. residential health facilities vs. home 
health agencies, etc.). Governmental agencies and bureaucracies, 
as well as service providers, are similarly organized and 
segregated. Each department m these organizations, and each 
type of health provider, is trained to focus on specific program 
areas. All too often, there is little attention to, or knowledge 
of, how one program area or one service affects another. 

Studies have shown that rural hospitals have been 
disadvantaged financially by the Medicaio ORG system when 
compared to urban hospitals. Congress recently made changes to 
partially alleviate the problem. However, careful consideration 
must be given to its eff'-ct on rural hospitals. 

In addition, the State Legislature passed legislation in the 
'987 sessions which wouid ^ave established a case payment system 
for hospital inpatient reimbursement by non-Medicare payors 
beginning in 1988 and continuing through 1990. The bill was 
supported by numerous state organizations and associations, 
including: The Hospital Association of NYS , Hospital Trustees of 
NYS, Medical Society of NYS, NYS Public Health Association, NYS 
HMO Conference, NY Conference of Blue Cross/Blue Shield, and the 
Health Insurance Association of America. 

In 1988, this system would be based on 100% hospital- 
specific costs (using 1985 as the base year); in 1989 and 1990, 
reimbursement would be a blend of hospital-specific costs and a 
pricing component (not to exceed 25% of the price). it would 
also provide for the continued availability of bad debt and 
charity care funds through the hospital reimbursement system. 

This lep,islation was vetoed by the Governor on August 10, 
1987. In his veto message to the Senate, the Governor expressed 
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his willingness to continue working with the Legislature to 
develop an affordable hospital reimbursement system for the 
state, but he critized the structure of this bill, stating that 
it would result in an overwhelmingly expensive system, and an 
inability to properly control hospital costs. The Governor 
continued by stating, "Increased costs, unnecessarily delayed 
reform, and basic unfairness are the consequences of approving 
this bill. The consequences of disapproving it are, in my view, 
far more beneficial to the public." 

The current hospital reimbursement system — NYPHRM II — is 
scheduled to end at the conclusion of 1987. Thus, the veto of 
this bill leaves New York State without a reimbursement system — 
and leaves the development of a new inpatient reimbursement 
structure almost completely up to the regulatory process. 

A service price system for home health reimbursement is 
being studied and designed by the Department of Health for 
initial phase-in in 1988. Under such a system, payment rates 
would be uniform for a specific service but would most likely be 
adjusted for rural-urban differences in costs and for regional 
differences in wage rates. Also being considered is requesting a 
waiver to apply this system to Medicare after applying it first 
to Medicaid. The effect on rural providers of these changes in 
reimbursement is unknown. Strict standards used in determining 
eligibility for Medicare reimbursement result in difficulties 
with home health care reimbursement. 

Alternative providers also face difficulties in terms of the 
future of financing. Because of lack of recognition, especially 
regarding nurse practitioners, it is difficult for such providers 
to work on their own and bill separately. Also, outpatient care 
is not reimbursed to the same extent as hospital inpatient care. 
Only about JO percent of hospital inpatient expenses are subject 
to direct payment by the patien . in comparison to about 35 
percent of outpatient services. In addition, there i- a lack of 
development money, as well as financial sophistication, in small 
rural hospitals. 

While health care services and individual providers are in 
many ways gradually headed toward integration, methods of 
consolidating and regulating financing to encourage integration 
are not adequate. 

One such financing mechanism is the HMO or PPO. Other 
capitation financing mechanisms are currently being discussed by 
policymakers and third-party payors. Pilot projects such as the 
previously mentioned New York State Rural Health Networking 
Program, and tue new Rural Health Care Services Diversification 
Program, may help identify required adjustments in rural 
financing mechanisms. 

A chart on the following pages describes current 
reimbursement systems for various health care providers. 
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Current ( 1987) Reimbursement for Various Health Care Providers 



1) Hospitals - Inpatient 



% of days (statewide 
average) 



MEDICARE 

Case payment - «I70 types 
of cases or DRGs (diagno- 
sis related groups). Rates 
based 251 on the hospital's 
own historical costs and 751 
on historical national costs. 



45% 



MEDICAID 



BLUE CROSS 



NYPHRM II - average all-inclusive per day rate based on 
historical costs (1981), subject to disallowances for effi- 
ciency standards, trended forward. All rates and char- 
ges except for Medicare contain an add-on which are 
pooled and distributed back to hospitals on the basis of 
their bad debt/charity care need. Hospitals are also 
assessed a portion of their revenue for this purpose. 



181 



OTHERS 

Hospital charges but cap- 
ped at 13.6% above the 
Blue Cross rate. 



121 



M 2) Residential Health 
^ Care Facilities 

' (skilled nursmg and 

health related) 



% of days (statewide 
average) 



Reasonable costs less co- 
pay amounts. 



4% 



RUGS - a per day rate is 
calculated based on 1983 
costs trended. For direct 
patient care costs (15% of 
total costs) reimbursable 
costs are determined by 
using peer groups and a 
facility's case mix for 16 
different patient categor- 
ies (RUGS - Resource Utili- 
zation Groups). Indirect 
patient care costs are sub- 
ject to peer group ceilings 
while all other costs are 
pass-throughs. 



81% 



Reasonable costs or in 
some cases on special 
met hodology . 



Charges with no cap. 
Most private pay 
patients eventually spend 
down and go on Medicaid. 



2% 



13% 



Source: New York State Council on Health Care Financing. 1987 
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Hospitals - Outpatient 

a) Emergency Rooms 

I of visits (state- 
wide average) 

b) Clinics 

I of visits (state- 
wide average) 

c) Ambulatory Surgery 



MEDICARE 



Reasonable cost less deduc- 
tibles and CO pays. 



9^ 



Reasonable cost less deduc- 
tibles and CO pays. 



15% 



Reasonable cost kss deduc* 
tibles and co-payment. 
Some places are designated 
hospital affiliated ambulatory 
surgery centers and there 
are no co-pays or deduc- 
tibles. Also physician pay- 
ment ~ Medicare fee. 



% of visits 



Not available 



NEW YORK STATE 



MEDICAID BLUE CROSS OTHERS 



All-inclusive per visit rate 
based on 1981 costs trended 
and subject t>) a maximum 
amount of $72 plus capital 
costs. 



211 



All-inclusive per visit rate 
based on 198(j costs trended 
and subject to a maximum 
amount of $60 plus capital 
costs. 



371 



Rate based on budgeted 
costs (or actual costs if 
available) but capped at 
1501 of the hospital^ in- 
patient rate plus capital 
costs. Also physician pay- 
ment - Medicaid fee. 



Some BC plans pay an alh 
inclusive per visit rate but 
capped. Others pay char- 
ges capp#»d at 150% of the 
hospital's inpatient rate. 



211% 



Limited coverage - usually 
payment is based on charges 
capped at 150% of the hos- 
pital's inpatient rate. 



3% 



Same as Medicaid or char- 
ges capped at 150% of in- 
patient rate. 



Usually charges with no 
cap but sliding fee 
scale for private pay 
who are indigent. 



U6% 



Usually charges with no 
cap but sliding fee scale 
for private pay who are 
indigent. 



45% 



Usually charges with no 
cap. 



Not available 



Not available 



Not available 



1) Diagnostic and Treal- 
incnt Centers (Free 
standing Clinics) 

a) Primary mulli-pur- 
pose L single 
speciality 



% of visits {state- 
wide average) 



MEDICARE 



801 of reasonable and cus- 
tomary charges - patient 
billed the remainder. 



5% 



NEW YORK STATE 
MEDICAID 



An all-inclusive per visit 
rate based on 1981 costs 
trended but limited to the 
result of the facility's group 
average costs plus 5| plus 
capital costs (groups are 
formed by segregating facili- 
ties according to region and 
comparable services). 



BLUE CROSS 



Limited coverage - usually 
only special contractual 
arrangements with a partic- 
ular freestanding clinic. 



OTHERS 



Limited coverage for com- 
mercial insurers. Private 
pays pay charges or a 
sliding fee scale. 



1% 



5i|% 



I b) Ambulatory Surgery 

^ Centers - currently 

in the process of 
I being certified. 

% of visits 



5) Certified home Health 
Agencies KMHAs) 



I of visits (state- 
wide average) 



Based on discrete prices 
for each of four groupings 
of surgical procedures. 



Not available 



Cos* based limits based at 
12^ f nationally computed 
average per visit costs. 
Will be reduced in future 
years and are applied by 
visit disciplines - skilled 
nursing, physical therapy, 
speech parthology, occupa- 
tional therapy, medical soc- 
ial services and home health 
aide services. Broken jnto 
tabor L nonlabor costs with 
regional wage variations. 



55« 



Same concept as Medicare 



Not available 



Lower of allowable costs 
held to ceiling or charges. 
Four separate peer groups 
established {freestanding 
voluntary and public agen- 
cies in upstate L downstat^ 
locations). Cost ceilings on 
skilled nursing and therapy 
visits, home health aide 
visits, and hourly aide ser- 
services. Hospital- based 
CHHAs ht.ld to 1101 of cost 
ceilings for community-based 
CHHAs. 
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Charoes ? 



Not available 



Usually signed participa- 
tion contracts with indi- 
vidual CHHAs - pay a per- 
centage of agency costs or 
charges 



Charges with no cap. 



Not available 



Charges with no cap. 
May be sliding fee scale 
for private pay indi- 
gent. 



51 



101 



143 



NEW YORK STATE 



MEDICARE 



MEDICAID 



BLUE CROSS 



OTHERS 



6) Nursing Home Without 
Wails (Long Term Home 
Health Care) 



% of patients (Primary 
payor) 



Same as CHHAs 



Medicare pays a portion 
of the costs for some 
patients. 



Allowable costs for each ser- 
vice subject to cost guidehneb. 
Separate peer groups for 
upstate, downstate. 



971 



Charges 



3% 



ro 
o 
I 



7) Health Maintenance 
Organizations (HMO:>) 



I of enrollees 



Risk demonstration contracts- 
HMO paid 95% of the aver- 
age area per capita costs 
for all Medicare enrollees. 
Otherwise, cost cont acts 
arranged . 

Small I 



Negotiate capitated rates - 
cannot pay more than what 
services would otherwise 
cost. There is still a lack 
of adequate actuarial data 
on these recipients. 

Small « 



Pre-negotiated and fixed prepayment based on actuarial 
estimates for the type of population enrolled. 



-majority- 



6) Physicians 



% of visits 



Regional variations. Reason- 
able charge - 80% paid to 
physician, he can collect 
remaining 20% from patient. 
May accept patient on assign- 
ment - bills Medicare directly 
for 80%, patient for 20l or 
nonassignment where patient 
billed usual charge and pa- 
tient collects from Medicare. 

Not available 



Single statewide fee sched- 
ule - fees usually much 
lower than physician actual 
charges . 



Blue Shield fee schedule 
with regional variations 



Fee schedules, charges 
for private pay. 



Not ' ailable 



Not available 



Not available 



f 
J 



NEW YORK STATT: 



AUernalive Providers . r. 

' — Institutional Settings 

a) Physician Asslslanls ' Cosls are included in lolal cosls of facility and 

b) Nu.se Praclilioners ^ "t^^ JfcilUv''" Third " '"^ "^"^ 

^ lacilily. Third parly payor is usually nol aware 

c) Nurse-Midwives i- ' — Ikes"^* allernallve provider has provided ser- 

'!!Iioi"^" "V"^"" registered lo practice in New York Slale under Ihe super- 

vi:>ion of a physician since 1972. me super 

'Nurse praclilioner |s not an officially recognized title in New York State. During the last 
oi aciKioners - (Current legislation is S. I31i|/A. 1412) . 

authorized to practice In New York City since 1959 and the 
I est of (he s(a(e since 1972 13*3 onu me 



Source: New York State Council on Health Care Financing 
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Non-institutional Settings 



Medicaid - nurse-midwlves can bill separately. 
For the others, private practicing physicians 
submit claims in own name - physician assistant 
can be noted on the forms as providers « but 
nurse practitioner cannot because they are nol 
recognized as separate providers. 

Medicare - no recognition of medical services 
delegated »o nurse practitioners or physician 
assistants. Only physicians can bill. 

gommercial insurers - some have taken Initia- 
tive in providing Insurance benefits for the 
services of alternative providers, however, in 
most cases payment Is made Indirectly through 
bills submitted by physician. Exception - 
nurse-midwives - New York State law - com- 
mercial carriers are required to include nurse- 
midwives as covered providers In policies with 
maternity coverage. 



ALTERNATE LEVEL OF CARE (ALC) AND SWING BEDS 



Alternate Level of Care 

Alternate level of care days are those days of care provided 
by a general hospital to a patient for whom it has been 
determined that inpatient hospital services are not medically 
necessary, but that some lower level of care (rehabilitation, 
nursing home, or home healt>^ services) is medically necessary and 
being provided by the hospital. 

In order to meet federal requirements the State, since 1983, 
has had regulations to pay for alternate level of care days at a 
rate lower than the hospital's inpatient rate unless certain 
utilization standards were met. For the years 1983-1985 a 
hospital would be paid this lower rate if the hospital was 
located in a HSA (Health Systems Agency) region which did not 
meet minimum medical /surgical occupancy standards based on 85 
percent utilization for urban hospitals and 80 percent for rural 
hospitals, and the hospital itself did not meet such occupancy 
standards and did not apply for decertification of a sufficient 
number of beds for this level of occupancy to be attained. 

In 1983 end 1984 these provisions did net result in 
penalties because occupancy rates in general remained fairly 
high. In 1985 several HSA regions were in danger of not meeting 
the requirement^; however, enough beds were decertified so that 
most hospitals escaped the penalty. 

Regulations for 1986 and 1987 originally required that a 
lower rate would be paid lor ALC days unlesj both the region and 
the hospital met the utilization requirements. The utilization 
requirements were changed to 80 percent occupancy for urban 
hospitals, not counting ALC days, and 65 percent for rural 
hospitals, not counting ALC days. Under this regulation a 
hospital would be penalized, regardless of its own occupancy 
rate, if the region did not meet the occupancy test. New York 
State was successful in receiving federal statutory authority to 
revise the regulation so that an individual hospital which meets 
the minimum occupancy standards will not be penalized. 

Hospitals were also allowed to decertify beds and not have 
these beds count in the calculation of 1986 minimum occupany 
standards. Because utilization continued to decline in 1986 many 
hospitals were forced to decertify beds to escape the penalty. 
Some 2700 beds were decertified up through the middle of 
February. There are still hospitals which will be penalized, but 
the data on the exact number are not available. Those which are 
penalized will be paid for ALC at the regional average Medicaid 
rate for residential health care facilities exclusive of capital 
cost, plus the hospital's capital costs. If a hospital 
establishes a discrete ALC patient care unit, costs will be 
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reallocated to other service areas resulting in the hospital 
minimizing its losses. 

The decertification of beds is causing additional problems. 
Since the occupancy standard is calculated without using ALC 
days, after a hospital decertifies beds to meet the standard and 
then the ALC beds are added to the total, the hospital may be 
using more beds than fc • which it is now certified. The solution 
for this has not yet been worked out. The Health Department has 
mentioned giving the hospitals 90 days to submit a plan on how 
they would reduce their census so they are not over their 
certified bed capacities. Hospitals are concerned that with the 
bed decertifications they will not have adequate beds to meet 
seasonal fluctuations in utilization or other need- for increased 
utilization . 

On a statewide basis ALC days account for approximately 7 
percent of total patient days. This, of course, varies by 
hospital. For many rural hositals, in particular, ALC days count 
for a much larger portion of total days {60% in some cases). 
This can hn attributed to the large number of elderly living in 
rural areas as well as the lack of adequate back-up se vices in 
some areas. 

The alternate level of care issue is seen as one of the most 
difficult problems facing health care providers. The Health 
Department often seorud to take the position that hospitals are 
not doing enough to alleviate the problem. Hospitals, on the 
other hand, claim that they do not want the patients but the 
back-up services are not there, so there is no place to transfer 
them . 

The RUGS (Resource Utilization Groups) reimbursement 
methodology for nursing homes is meant to partially deal with the 
ALC problem. There is evidence that nursing hones have taken 
more of the heavier care patients from hospitals; however, a 
different type of patient (needing more chronic care) is now left 
in the hospital. It is difficult to assess whether total ALC 
days have declined because of RUGS. The growth of home health 
care is also expected to reduce the problem. 

The Senate and Assembly, in the past, have approved 
presumptive eligibility legislation which has been vetoed by the 
Governor. Under presumptive eligibility, in order to promote a 
faster transfer of patients from the hospital, patients under 
speciiied conditions can be presumed Medicaid eligible. Nursing 
homes and home health agencies are often reluctant to take 
patients without a guaranteed payment source. 

As previously mentioned, alternate level of care provides a 
particualar problem for rural hospitals. There are a large 
number of elderly and the Ip.ck of back-up services. Although the 
State is encouraging the growth of home care, there are problems 
with home care in rural areatj due to the sparse population. 
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travel times, and lack of personnel. With some rural hospitals 
having ALC days count fo? over 50 percent of total days, the 
Health Department questions whether these hospitals are acting as 
nursing homes or acute care hospitals. This has, in part, led to 
their consideration of hospital closures and conversions. 



Swing Beds 

Another service delivery option chosen by rural hospitals 
nationwide is the use of "swing beds." A swing bed is a 
certified hospital bed which can be used alternatively for acute 
care or for skilled nursing (or even intermediate level) care, 
depending on the particular needs of the community at a given 
time. However, New York State has not adopted this concept. 

The swing bed idea was first proposed and tested in the 
efl ly 1970' s, in response to the dilemma of an excess of 
cetified acute care beds, and a scarcity of nursing home and 
home health services in rural communities. By "swinging" some of 
its beds, a hospital can provide a necessary link between acute 
and long term care. 

Various swing bed demonstration projects have been evaluated 
in the past fifteen years, and have been found to be highly 
successful. Among the many benefits of the program are: 

a. ) providing a means of diversification, particularly for 

rural hospitals experiencing financial distress , by 
increasing occupancy rates, making moro efficient use of 
"-ospital staff and resources, and contributing to the 
overall economic structure of the commuLity; 

b. ) addressing the increased discharge rates in rural 

facilities, especially resulting from the greater 
proportions of elderly persons who are often readmitted 
shortly after being discharged. In addition. Medicare's 
Prospective Payment System (PPS) leads to early patient 
discharges; the swing be^ program is a method of 
providing needed care to such patients; 

c. ) meeting a previously unmet demand for long term care 

services in communities where institutional and/or home 
based care is not readily available; 

d. ) increasing utilization of certified beds in hospitals 

experiencing decreasing or flu^^tuating occupancy rates; 

e. ) providing long term care more cost-effectively than 

traditional extended care facilities. 

Eligibility for a hospital to provide swing bed care was 
initially established by the federal Health Care Financing 
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AdrPinistration in July 1982. The hospital must be located in a 
rural area, which is any area not designated as urban by the most 
recent census. Moreover, the facility must have fewer than 50 
certified beds.* Finally, the hospital must possess a 
certificate of need (CON) from the State Health Department for 
the provision of long term care services. 

The swing bed concept has been implemented in almost 1000 
rural hospitals in 40 states. (The following two pages contain a 
list of those states.) However, it has not been seriously 
considered for rural hospitals in New York State, regardless of 
the many benefits that have been reported. Such a program in NYS 
would re-establish the community hospital as a vital part of the 
rural economy, meet a demand for services which is not currently 
being adequately addressed, and promote the efficient use of 
existing resources. 



♦There is currently a move in Congress to increase the threshold 
to 150 beds. 
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^^^^^ Oistributlon of Approved Swtng-Bed Hospitals by State. January 1967 



I 

M 
I 



State 



Alabama 

Alaska 

Arizona 

Arkansas 

California 

Colorado 

Connecticut 

Delaware 

O.C. 

Florida 

Georg I a 

Hawaii 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Montana 

Nebraska 

Nevada 



\ Number of Hospitals 

Approved for Swing-Bed Care 



miZil 3/31/64 7/31/64 10/31/64 12/31/64 7/31/65 12/31/65 7/31/66 12/31/66 



0 
I 
0 
I 
3 
2 
0 
0 
0 
0 
0 
2 
3 
0 
I 

33 
7 
I 
0 
0 
0 
0 
0 
3 
4 
7 
9 
5 
4 



0 
I 
4 
I 
3 
9 
0 
0 
0 
0 
3 
2 
3 
I 
I 

37 

0 
0 
0 

0 
0 
0 



0 


0 


0 


0 


1 


10 


II 


1 


2 


2 


6 


7 


6 


8 


6 


6 


6 


6 


7 


6 


6 


5 


6 


16 


23 


26 


30 


30 


4 


5 


6 


6 


10 


9 


7 


13 


13 


16 


23 


25 


26 


28 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


U 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


3 


4 


9 


4 


9 


6 


9 


)9 


17 


18 


2 


2 


2 


1 


1 


0 


0 


4 


4 


4 


9 


10 


f2 


13 


2 


9 


8 


|6 


18 


18 


18 


2 


2 


2 


4 


4 


5 


5 


44 


44« 


66 


92 


92 


94 


91 


16 


I6» 


40 


63 


66 


76 


80 


1 


1 


1 


1 


1 


1 


4 


0 


1 


1 


4 


9 


22 


22 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


0 


24 


36 


63 


79 


62 


63 


66 


4 


4 


6 


30 


34 


34 


36 


16 


I5« 


32 


44 


46 


46 


43 


17 


19 


20 


26 


29 


30 


30 


5 


3» 


14 


36 


47 


34 


37 


4 


4 


4 


3 


7 


6 


6 
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Table I; Distribution of Approved Swing-Bed Hospitals by State, January 1987 



Number of Hospitals 



00 

I 



State 








Approved for 


Swing -Bed Care 










12/31/83 


3/31/84 


7/31/84 10/31/84 


12/31/84 


7/31/85 


12/31/85 


7/31/86 


12/31/ 


New Hampshire 


2 


2 


9 




2 


2 


2 


7 


7 


New Jersey 


0 


0 


u 


A 
U 


0 


0 


0 


0 


0 


New Mexico 


8 


8 


o 
o 


Q 


9 


13 


13 


13 


13 


New York 


0 


0 


A 

u 


A 
U 


0 


0 


0 


0 


0 


North Carol Ina 


1 


4 


7 


7 


7 


8 


13 


16 


19 


North Dakota 


14 


20 




91 

C 1 


21 


29 


29 


29 


29 


DhIo 


0 


0 


u 




2 


2 


2 


2 


5 


Oklahoma 


1 


1 


1 


1 


4 


13 


18 


25 


29 


Oregon 


0 


0 


0 


0 


0 


0 


0 


0 


1 


Pennsylvania 


0 


0 




0 


0 


0 


1 


1 


1 


Rhode Island 


0 


0 


0 


0 


0 




0 


0 


0 


South Carolina 


0 


0 


0 


0 


0 


7 


1 1 
1 1 


1 1 
1 1 


1 J 


South Dakota 


19 


20 


21 


22 


23 


27 


27 


29 


32 


Tennessee 


0 


1 


1 


3 


3 


7 


10 


11 


18 


Texas 


2 


2 


4 


8 


17 


26 


29 


65 


79 


Utah 


7 


7 


7 


8 


8 


10 


9 


12 


11 


Vermont 


0 


0 


0 


0 


0 


1 


1 


2 


3 


Virginia 


0 


0 


0 


0 


0 


0 


0 


1 


1 


Washington 


2 


5 


8 


8 


9 


10 


12 


15 


15 


West Virginia 


0 


0 


0 


0 


0 


0 


1 


3 


3 


Wisconsin 


6 


7 


15 


16 


24 


38 


42 


52 


56 


Wyom 1 ng 


1 


5 


5 


5 


5 


12 


11 


12 


13 


TOTAL 


149 


198 


273 


331 


471 


688 


771 


899 


956 



*These counts are based on August 1984 data 



Source: Complied 'jy the Center for Health Services Research^ University of Colorado Health Sciences Center, 
Data sources are the Survey and Certification Review Branch of each of the ten regional HCFA 
offices. 




CAPITAL FINANCING ISSUES 



During discussions at the 1985 Rural Health Care Symposium 
co-sponsored by the Commission on Rural Resources, as well as in 
testimony gathered at several public hearings, various 
individuals involved in rural health care delivery indicated a 
special need for capital financing. To follow up on what the 
Commission was hearing, a capital financing survey was sent to 
283 rural hospitals and residential health care facilities 
throughout the state. The criteria used to select health care 
facilities to survey, were those facilities located in rural 
counties (county population under 200,000), as well as facilities 
serving a predominantly rural clientele in more heavily populated 
upstate counties. The Commission received 88 responses to the 
questionnaire and has prepared the following summary. Copies of 
the full report are available from the Commission office. 



Health Care Facilities With 100 Beds or Less 
(Number of Respondents: 54) 

Projects Financed During Past 5 Years 

Most financing projects fall into two categories: l)Equipment 
purchases or 2)Facility renovation or expansion. Over two- 
thirds of the projects financed during the past 5 years were for 
medical, telecommunications or computer equipment, ranging from 
$10,000 to $300,000 per year. Renovation and expansion projects 
ranged from $10,000 to ccveral million usually spread over 
several years. Sources of funds included: Farmers Home 
Administration (FmHA), Urban Development Action Grants (UDAG), 
municipal bonds, bond anticipation notes, local bank lending and 
mortgages, tax exempt Industrial Development Agency (IDA) bonds, 
NYS Medical Care Facilities Finance Agency (MCFFA) bonds. Housing 
and Urban Development (HUD) guarantees, manufacturer financing, 
leasing co.npanies, operating revenues and community fund drives 
and gifts. 

Strengths and Limitations of Current Financing Methods 

• The respondents used private sector financing twice as often 
as public sector funds when making equipment purchases. 

• Leasing directly from manufacturers and through banks was the 
method most often used to finance equipment. Although 
interest rates tended to be higher with lease arrangements 
than with other sources of funds, leaoing is easy, quick, and 
the lessors were attentive and accommodating in most cases. 

• FmHA loan programs were the mo^t often used programs for largo 
scale renovations and expansions due to low interest rates and 
favorable lending terms. The future of this well-utilized 
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program is in question because the President's FY 88 budget 
did not include funding for FmHA rural development programs. 
Congress will probably reinstate funds for this program but 
not at the 476 million dollar level funded most recently. 

• A general complaint of FmHA, UDAG and other public sector 
funds was the amount of time and paperwork involved in gaining 
approval. It appears that health facility administrators are 
willing to pay higher finance charges in order to secure more 
favorable terms and to avoid lengthy delays and the general 
bureaucracy involved in receiving public monies. 

Projects Anticipated for Next 5 years 

Over 75 percent of the respondents identifiv^d equipment or 
renovation projects they intended to undertake in the next 5 
years. Most of these projects have sources of funds identified, 
although the actual source often changes by time the project is 
undertaken • Smal ler hospitals and nursing homes were less 
definite in the projects they anticipated as well as in 
identifying sources of capital. 

Suggestions to Improve Capital Financing 

Recommendations for improving capital financing proposed by 
survey respondents include the following: 

• It is extremely difficult for small facility administrators to 
follow and understand the myriad of financing options and 
regulations. Respondents suggest periodic seminars or 
regional meetings of administrators and public officials be 
held in order to answer financing questions. 

• Establish regional capital equipment (new & replacement) 
acquisition pools providing low cost or interet»t free capital 
for projects under $300,000. 

• Of the 41 administrators of facilities under 100 beds who 
answered a question on MCFFA, 59 percent indicated they were 
"not aware that MCFFA exists to serve my institution." They 
suggested: "newsletters should be sent from MCFFA describing 
the advantage of financing with them. We receive calls and 
letters on a monthly basis from other financing agencies." 

• Receiving Health Depai tment certificate of need (CON) approval 
is currently a very time consuming and frustrating process, 
especially for small providers. Respondents suggested that 
the approval process be revamped to facilitate quicker 
turnaround of proposals after they are submitted, which should 
include raising thresholds for review to allow the approval of 
routine equipment purchases. 

• Respondents reported a general lack of direction by the State 
Health Department. Department regulations and policies often 
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place severe financial burdens on facilities that weakens 
their financial position and makes the facility unattractive 
to commercxc^l lenders and other sources of capital. 



Health Care Facilities With More Than 100 Beds 
(Number of Respondents: 34) 

Projects Financed During Past 5 Years 

Respondents in this group of larger facilities also indicated 
that two-thirds of their financing needs were for medical, 
computers or telecommunications equipment. Over 80 percent of 
the financing for this equipment came from capital leases with 
manufacturers, banks and leasing companies. Fewer facilities in 
this group reported undertaking expansion or renovation projects 
than those with under 100 beds. 

Strengths and Limitations of Current Financing Methods 

• Twenty-eight respondents answered the question inquiring of 
their knowledge of MCFFA, with 64 percent indicating they were 
aware of the agency. However, the program received criticism 
for a lengthy, cumbersome and complicated application process, 
and overly restrictive escrow and liability requirements. 
"The ability to issue tax exempt debt through MCFFA is very 
attractive. However, the restrictions on future capital 
replacements are so helplessly bureaucratic that it makes the 
agency unpalatable . " 

• Debt servicing under NYPHRM and NYPHRM II was also reported to 
be too restrictive. 

Suggestions to Improve Capital Financing 

Respondents made the following recommendations: 

• A capital bond pool separate from urban/surburban institutions 
should be established, which could be drawn on by rural 
institutions on a revolving line of credit basis . 

• A larger share of MCFFA funding should be specifically 
allocated for financially distressed institutions with limited 
credit and borrowing capabilities. 

• Improved reimbursement of operating expenses; guaranteed 
reimbursement to cover approved capital projects. 
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FEDERAL AND STATE AGENCIES AND INTEREST GROUPS 



THAT IMPACT RURAL HEALTFI 



The following section shows a listing of stfte and federal 
agencies, and industry trade associations a rural New York health 
care facility could expect to deal directly with or be directly 
influenced by. An often repeated complaint of rural officials is 
the sheer number of agencies with which one has to work in order 
to receive approval for a project, or to solve problems or 
complications. The great number of executive, legislative and 
state agencies, each having particular regulations and 
requirements, means much of the already limited professional 
staff time in rural facilities is spent in just reacting to 
regulations. 



• Governor's Office: - Office for the Aging (25 members - 

1 rural) 

- State Board of Social Welfare 
(15 members - 0 rural) 

- Office of the Advocate for the 
Disabled (21 - 2 rural) 

- State Commission on Quality of 
Care for the Mentally Disabled 
(3-0 rural) 

- Disaster Preparedness Commission 
( members consist of state agency 
officials) 

- Health Care Financing Council 
(15 - 1 rural) 

- Select Commission on the Future of 
the State-Local Mental Health 
System (members consist of public 
and private sector health care 
officials) 



STATE LEGISLATURE : 

• New York State Senate 

Standing Committees : - Aging 

- Alcoholism and Drug Abuse 
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- Mental Hygiene 

- Social Services 

- Insurance 

- Child Care 

- Finance 

- Transportation 

- Education 

• Senate Select and 

Special Committees: - Select Committee on the Disabled 

• New York State Senate 
Research Service 



New York 
Standing 



State Assembly 
Committees : 



• Senate - Assembly 
Commissions : 



Aging 

Alcoholism and Drug Abuse 
Health 

Mental Health, Mental Retardation 
and Developmental Disabilities 
Social Services 
Insurance 

Children and Families 
Education 
Transportation 
Ways and Means 



Council on Health Care Financing 
Commission on Rural Resources 



DEPARTMENT OF HEALTH COUNCILS AND COMMITTEES 

• Public Health Council (14 members - 1 rural) 

• State Hospital Review and Planning Council ( 31 members - 
4 rural) 

• New York State Ac'visory Council on Physicians Assistants and 
Specialist's Assistants (12 - 4 rural) 

• Board of Examiners of Nursing Home Administrators (13 - 
1 rural) 

• New York State Emergency Medical Council (28 - 11 rural) 

• State Council on Home Care Services (17 - 1 rural) 

• Statewide Health Coordinating Council (23 - 2 rural) 
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DEPARTMEN T OF SOCIAL SERVICES COUNCILS AND COMMITTEES 

• Medical Advisory Committo^e (20 members - 1 rural) 

NEW YORK STATE AGr:NCIEr THAT AFFECT RURAL HEALTH DELIVERY 

• Departnei:+ of Health: - Executive Division 

- Division of Health Facilities 
Standards and Controls 

- Division of Administration 

- Division of Program and Policy 
Developmeiit and Evaluation 

- Office of Health Systems Management 

- Division of Hea"! th Care Financing 

- Division of Health Care Planning 
and Resource Managemej.t 

- Division of Health RisV Control 

- Division of Community Health and 
Epic" niology 

- Center for Health Promotion 

- Health Planning Commission 

- Division of Health Manpower 

- Office of Public Health 

• Six Regional Health 

Systems Agencies: (part federal, part state, 

part local) 

• New York State Medical Care Facilities Finance Agency (MCFFA), 
a public authority governed by a 3 member board of directors 

• Office of Mental Health: - Support Division 

- Division cf Standards and Quality 
Assurance and Finance 

- Operations Division 

• Office of Mental Retardation and Developmental Disabilities 

• Office of Advocate for the Disabled 

• Office for the Aging 

• Division of Alcoholism and Alcohol Abuse 

• Department of Education 
(training and education) 

• Department of Environmental Conservation 
(disposal of hazardous wastes) 

• Depar ment of Labor 
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• state University of New Yrrk 
(training and education) 

• Department of Transportation 

(health related public transportation) 

• Research Foundation fo^^ Mental Hygiene 

• Department of Public Service: - Public Service Commission 

- Commission on Quality Care 
for the Mentally Disabled 

- Bureau of I tient Abuse 
Investigat *.ons 

• Department of Social Services: - Divioion of Medical 

Assi stance 

• Department of State: - Division of Licensing 

- State Building Code 

Federa l Government Agencies that Affect Rural Health Delivery 

• Department of Health and Human Services 

• Public Health Service 

• Social Security Administration 

• Human Nutrition Information Service 

• Economic Development Administration 

• Department of Housing and UT'ban Development 

• Occupational Safety and Health Administration 

• Health Care Financing Administration 

• Office of Human Development Services 

• Department of Transportation 

• Department of Commerce 

• Department of Agriculture 

• Nuriorous Presidential and Congressional task forces and health 
care committees 



-136- 



Hea l th Care Associations and Related Interest Groups in NYS 

• Family Planning Advocates of N<?>^r York State, Inc. 

• Home Care Association of New York State, Inc. 

• Medical Society of New York State 

• New York Association of Private Hospitals, Inc. 

• New York State Health Facilities Association 

• New Ycrk Association of Adult Homes, Inc. 

• Health Insurance Association of America 

• New York State Society of Physicians Assistants 

• New York Public Health Association 

• Hospital Trustees of New York State 

• Hospital Association of New York State 

• Central New York Hospital Association 

• Greater New York Hospital Association 

• Northern Ne»v York Hospital Assoc ation 

• Northeastern New York Hospital Association 

• Nassau - Suffolk Hospital Council 

• Northern Metropolitan Hospital Association 

• Rochester Regiv^n Hospital Association 

• Western New York Hospital Association 

• New York State Association of Counties 

• New York State Association of Towns 

• New York State Conference of Mayors 

• New York State School Boards Association 

• New York '^oate Rural Schools Program 

• New York Association oi Homes and Services for the Aging 

• New York State Academy of Family Physicians 
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• New York Public Welfare Association 

• Area Offices for the Agiiig 

• New York State Public Health Association 

• Statewide Senior Action Council 

• The Business Council of New York State 

• Business Group on Health 

• New York State HMO Conference 

• New York State Association of HSA's 



Sources: New York Legislative Manual 1984-1985; 
Statewide Telephone Directory 
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SUMMARY OF PROGRAMS ADMINISTERED BY THE STATE HEALTH DEPARTMENT 

THAT MAY APPLY TO RURAL AREAS 



1. Primary Care Initiative 

The Maintenance Program is designed to ensure continued 
availability of basic primary health care resources which are 
currently accessible to underserved populations and/or designated 
geographic areas of need. The program has two initiatives; 
funding deficits attributable to providing comprehensive care to 
medically indigent patients ($100,000 maximum award), and 
providing financial and technical support to primary health care 
providers located in designted geographic areas of need which are 
experiencing financial difficulties which could jeopardize their 
ongoing existence ($150,000 maximum award). 

The Development Program is designed to expand the 
availability and accessibility of primary care to medically 
underserved areas awd populations. This program also has two 
initiatives: introducing or expanding primary care services in 
underserved communities ($250,000 maximum award), and enhancing 
primary care services for medically indigent populations 
($250,000 maximum award). (Bureau of Ambulatory Care 
Reimbursement (518) 474-4672). 



2. '^^e Prenatal Care and Nutrition Program (PCNP) is designed to 
provide comprehensive prenatal care to low income women without 
health insurance. The program has two major components: 
prenatal services and outreach/education. Funding is available 
for prenatal services to cover the cost cf comprehensive prenatal 
care and is based on the number of visits and services to 
eligible women provided over and above services supported by 
existing subsidies. Applicants nust assure that PCNP awards 
support new services or expand existing services. Separate 
funding is available for the outreach/ education component which 
is designed to promote early and continuous use of prenatal 
services among residents of high need areas where accessibility 
or availability is a problem. (Bureau of Reproductive Health 
(518) 473-3368). 



3. Nutritional Assistance - The Supplemental Food Program for 
Women, Infants and Children (WIC^ is a state and federally funded 
program that supplies nutritious foods. The program is targeted 
to infants, children under age 5, and pregnant or breastfeeding 
women who are documented to be at nutritional risk. The 
Supplemental Nutrition Assistance Program (SNAP) is designed to 
provide nutritional services to the non-institutionalized at-risk 
elderly, to the homeless and destitute and to high risk low 
income pregnant women and adolescents in order to prevent both 
acute and long term health problems to their offspring. (Bureau 
of Nutrition (518) 473-8286). 
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4. The NYS Family Planning Program is designed to support family 
planning clinics, through use of state, local assistance, and 
federal funding, in all but one county of the state. The clinics 
provide comprehensive contraceptive care, breast examination, 
reproductive system evaluation and referral for infertility, 
screening for cervical cancer, sexually transmissible diseases 
and hypertension; nutritional evaluation, counseling and 
community education programs. Providers also focus on the 
special needs of teens. Educational programs for teens and 
parents of teens have been developed and presented in schools, 
churches and community settings. The program also supports the 
concept of "Women's H'^alth Care Centers" where providers place 
strong emphasis on the use of nurse practitioners. (Bureau of 
Reproductive Health (518) 473-3368). 



5. The Adolescent Pregnancy Progra m assists pregnant and at-risk 
teens to become productive, independ'ent contributors to family 
and community. The program c.oures, through eight ongoing 
projects, that pregnant, parenting, and at-risk adolescents 
receive essential health and social services through a referral 
and follow-up system of case management. (Bureau of Reproductive 
Health (518) 473-3368). 



6. The Primary and Preventive Care for Children Birth - 5 Years 
of Age is a demonstration program designed to provide outreach, 
preventive and primary care services, parent education and 
counseling, and linkage of services to other health and social 
services programs for children 0-5 years of age. The program is 
designed to promote the health and well-being of young children 
by reducing preventable causes of childhood morbidity and 
mortality in high risk areas of the state. (Bureau of Child 
Health (518) 474-3664). 



7. The Prevention of Low Birth Weight Program funds projects to 
provide intensive prenatal care services to women at risk for 
pre-term delivery through screening and treatment. There also is 
a component focused on adolescents in which coordinating 
agencies, through a referral and follow-up system of case 
management, assure the availability of pregnancy testing and 
family planning services, primary and preventive health care, 
pediatric care, sexuality and family life education, parenting 
training and related support services. (Bureau of Reproductive 
Health (518) 473-3368). 



8. The Migrant Heal t h Se r vices Program is designed to support 
medical and dental services for migratory workers and their 
families while in New York State. (Field Operations Management 
Group (518) 473-3394). 
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9. The Childhood Lead Poisoning Prevention Program is designed 
to enable county health departments to implement comprehensive 
programs of screening, diagnosis, medical management and 
education and environmental follow-up. (Bureau of Child Health 
(518) 474-3664). 



10. The Rural Health Network Demonstration Program is designed 
to support demonstration projects that improve the delivery of 
rural health services through the development of cooperative 
service networks. (Bureau of Health Planning and Policy 
Development (518) 474-5565). 



11. The Hypertension Program provides high blood pressure 
screening, referrals, follow-up and treatment. (Bureau of Adult 
and Gerontological Health (518) 474-0512). 



12. The Diabetes Control Program offers outpatient education, 
disease surveillance, and retinopathy intervention services. 
(Bureau of Adult and Gerontological Health (518) 474-0512). 



13. Infant Health A ssessment Program ( IHAP) provides screening, 
diagnostic and treatment services to infants and young children 
at high risk of physical and developmental disabilities. A 
registry is maintained for follow-up home visits and 
developmental assessments by the public health nursing staff, 
medical management, and to provide linkage of information among 
central, regional and local health department offices. IHAP is 
implemented via 56 county health departments in upstate New York. 
(Bureau of Chilu Health (518) 473-3664). 



14. Preventive Dentistry for High Risk and Underserved Children 
provides screening, referral, and low cost preventive dental 
services to children residing in communities whose populations 
exhibit a high degree of poverty and an excessive occurence of 
dental disease. The program activities are carried out by dental 
hygienists and are linked whenever possible to other health 
promotion services targeted to children such as WIC, school 
health programs, and ci'ild health clinics. (Bureau of Dental 
Health (518) 474-1961). 



15. Elderly Pharniaceuticals Insurance Coverage (EPIC) program 
provides prescription drug insurance coverage for New York State 
citizens, 65 years and over, who are in low income groups but do 
not qualify for Medicaid coverage. Insurance options are a 
comprehensive plan or a catastrophic plan, and coverage is 
extended to both single persons and married couples. (Elderly 
Pharmaceuticals Insurance Coverage 1-^00-332-EPIC) . 
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16. Rural Health Care Services Diversification Program provides 
funding for diversification and expansion of rural health 
services in activities including, but not limited to, primary 
care, long term care, geriatric services and the affiliation 
and/or merger of two or more providers. (Bureau of Health 
Facility Planning (518) 473-4705). 



FUNDING SUMMARY FOR GRANT PROGRAMS ADMINISTERED BY THE 
NEW YORK STATE DEPARTMENT OF HEALTH 



Program 



F unding 
SFY 87 



FFY 87 



Primary Care Inititative 
Prenatal Care and Nutrition 
Nutritional Assistance 

- WIC 

- Frail Elderly 

- Homeless 
NYS Family Planning 
Adolescent Pregnancy 

Primary and Preventive Care for Children 

Birth to Five Years of Age 
Prevention of Low Birth Weight 
Migrant Health Service 
Childhood Lead Poisoning Prevention 
Rural Health Networ: Demonstrat ion 
Physically Handicapped Children's 

Program 
Hypertension 
Diabetes Control 
Infant Health Assessment 

Rural Health Care Services Diversification 
Program 



$ 5.M 
$17»5H 

28. 7M 
9.8M 
4.5M 

10. 2M 
1.3M 
$100,000 



$534,000 
4.5M 

3.M 

S26f5 ,000 

1 .M 



$138. 4M 



7.1M 
1.5M 

$795,620 

1 .8M 

$100,000 
1.6M 

$400,000 



I.IM 



SOURCE: New York State Department of Health 
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APPENDIX A 



SELECTED U.S. FACTS OF INTEREST TO RURAL HEALTH 



Population Trends of Dependent Groups 
1920 - 2020 




1920 1940 I960 1 980 2000 

YEAR 

Source: Census Bureau, 1983. 



Clearly, the percentage of persons under 18 years old has been (with the 
exception of 1960), and is expected to continue, decreasing steadily for the 
time period shewn. At the same tine, the proportion of the peculation v*io are 
65 years and over is gradually increasirig. 

Ihese trends have niany inportant societal inplications, includjjig: 

• Although the size of the population under 18 years old — and dt^jendent 
upon their parents and other adults for support — is declining, the 
proportion of equally dependent elderly persois is increasing, and at a 
greater rate. Ihus, there will be a greater need for public assistance 
for dependent pofxilation groups. 

• While the deitand for public support gradually increases, the proportion 
of persons in the workforce is gradually decreasing. Ihus, in the future 
there will be fewer persons working, vAio are publicly subsidizing the care 
and support of an increasingly larger dependent population. 



Source: Health Care Financing Administration 



SOURCES OF PERSONAL HEALTH CARE EXPENDITURES 
FOR GENERAL POPULATION, 1984 
100% = $341.8 Billion 




of Pocket 



SOURCES OF PERSONAL HEALTH CARE EXPENDITURES 
FOR ELDERLY POPULATION, 1984 
100% = $119.9 Billion 



Medicare 

(48. 9X} 




(2&39e) 

Out of Pocket 



(7.ilC) 



Insurance 



(5.«) 



Other Government 



(1Z9%) 



Medicaid 



Source: Health Care Financing Administration 
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Population Over 55 Years by Age 



1960-2030 



1980 



1990 2000 

65-74 



2010 
W7X 76-84 
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2020 2030 



^3 86+ 
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Elderly Population With ADL Limitations 



By Ageand SoK, 1^62 



yolo Fomde Mole Fwnde 

65-74 75-84 




Male Femdo 

85 + 

Ea Severe 



Source: Health Care Financing Administration 
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WHERE THE MEDICARE DOLLAR 
FOR THE ELDERLY GOES: 19 84 
100% = $58.5 Billion 



Nursing 
Other 




Hospitals 



WHERE THE MEDICAID DOLLAR 
FOR THE ELDERLY GOES: 1984 
100% = $15.3 Billion 



Hospita 



Physicians 



Other Care 




Nursing Homes 



Source: Health Care Financing Administration 
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Nursing Home Population Projections 

Persons 66 and Older. 1986-2040 



1985 1990 
ZZl 65-74 



1995 2000 
75-^4 



2020 
Y777X 




2040 



Living Arrangements of Patients 
Prior to Admission Into Nursing Home 



Live Alone ^^^^^^ 



(1 3.03C) 

Another Nursing Home 



Mental Hospital {^saC^ 



Other or Unknown (M.or) 




(21.0X) ^^^j^ Relat 



ives 



(32.0X) Hospital 



Scxirce: Health Care Financing Administration 
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Nursing Home Residents 
By Frimary Diagnosis on Admission 



Arthritis/Rheumatism Diabetes 




ar Diseases 



Distribution of Nursing Home Residents 
By Length of Stay* 



(io.a>c) 



7 to 12 months 



4 to 6 months 



(11. OX) 




More than 12 months 



* Percent Admissions 
Discharged During 
Interva- 



1 to 3 months {szoK) 
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Source: Health Care FinancLig P.%ninistration 
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Average Length of Stay by Age Group 



1984 




All Ages 45-64 



65-7^ 



75-84 



85+ 



Hospital Discharge Rates by Age Group 



600 



GOO 



400 



300 



200 



100 



1964 




All Ages 45-64 65-74 75-84 

Source: Health Care Financing Administratioi 
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SYSTEM DELIVERY ALTERNATIVES 
OTHER STATES 



MODEL RURAL H EALTH CONSORTIA 



California Rural Health F ederatio n is an association of 33 clinic 
organizations with about 100 service delivery sites. It was formed over 10 
years ago and originally included many federally funded mgrant Health 
Centers • The federation does not provide clinical services but uses 
membership dues to provide shared services. The most successful shared 
service arrangement is for laboratory services. The arrangements for shared 
laboratory services are being explored by the Northwest Regional Primary Care 
Association of Seattle for possible implementation through state Primary Care 
Associations in Idaho and Oregon. 

Ccninunity Health Clinics, Inc. (CHC) of Paim, Idaho, is a network of five 
rural clinics operating rince 1972 in the agricultural Treasure Valley area 
(adjacent to Nyssa, Oregoi ). The nonprofit corporation provides central 
administrative support to four satellite clinics (physicians and mid-levels) 
in surrounding rural cormunities and also administers an Adolescent Health 
Center. CHC is in the process of establishing a related enterprise that will 
establish a management support system for a rural consortium of three remote 
rural clinics in Garden Valley, Horseshoe Bend, and Stanley, Idaho. 

Medical C .re Development (MCD) of Maine is a federally funded system of eight 
clinics operating since 1975. Although clinical services are not shared at 
this time, MCD is the administrative urbrella for the participating clinics. 
It is responsible for grant preparation, management and reporting. 

Nevad a Rural Health Consort inn (NRHC) is a consortiim of eight clinics in 
seven counties, begun in 1977. Like MCD in Maine, ^ 'nical services are not 
shared. NRHC administers and manages all eight clinics. 

Southern Ohio Health Services Network (SCHSN) , begun in 1976, manages primary 
health care service delivery in four rural counties with errphasis in serving 
the rural poor. The system employs 19 physicians, two dentists and two mid- 
levels, with the largest center with three physicians and the smallest center 
with two^ Clinical services are provided from each center with SOHSN 
administering and managing the whole system. 

Neighborhood Health (tenters of Seattle formed in 1972 and is the only urban 
model included in the study. It runs six clinics including medical and dental 
services to mainly low income residents of housing projects in Seattle. There 
is some sharing of clinical services with administration and management 
functions being increased through recent reorganization of the governing 
board. 
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The Rural Wisconsin Hospital Cooperative began in 1979 between six rural 
ho^:jitals in a five-county area, and has evolved into three -oarate 
organizations with 32 hospital members in a 22-county area. The Hospital 
Cooperative engages in political advocacy and provides shared services to its 
members, including legal services, clinical programs, recruitment, and 
management and clinical training. The two other organizations are the Rural 
Wisconsin Hospital Trust formed to develop shared insurance for employees, and 
the HMO of Wisconsin which is an open panel health maintenance organization 
with 15,000 enrolled members and 1 MO participating physicians (of whom 300 
are primary care providers), and includes all 32 hospitals. A rural HMO study 
IS being conducted by Inter-Study under a federal grant to examine seven such 
HMOs around the United States. 

The Eastern Colorado Consortium is a proposed community team approach to 
addressing problems of health service delivery in the face of local 
financially troubled hospitals in two geographical areas of rural Colorado. 
Each area has two counties and three hospitals. The proposal is to perform 
and in-depth market assessment including a consumer survey. Alternatives are 
to be explored by holding "town meetings" throughout the area with solutions 
emerging from this process. 

The Virginia Primary Care Association is developing three separate consortia. 
One of these, the Central Virginia Consortium, proposes to improve perinatal 
services in its area by sharing obstetrical/gynecological services between a 
local hospital and health department. 

The Southeastern Oregon R ural Health Network was formed between two major 
rural comnunities in Klamath County in 1984. Each community has a clinic 
started under the NHSC program, one with two physicians and the other with a 
physician's assistant. The proposal is to centralize and share selected 
administrative and management functions to improve efficiency. These shared 
management services would be mainly grantsmanship, fund raising and financial 
management. A broader range of services including nutrition and outreach 
would be provided under contract with the county health department. 
Establishing satellite clinic services in other rural comnunities in the 
county is to be undertaken. 



Extracted from: Strategic Plan: Primary Health Care in Rural Oregon. State 
Health Planning and Developfnent Agency. September, 1985. 



-158- 



AFroRDAa,E RURAL OOALITKW FOR HEALTH (ARCH) 



The Center for Rural Health Services 

Policy and Research 
University of North Dakota 
Grand Fbrks, North Dakota 
(701) 777-3848 



A. WHY WAS THE PROGRAM UNDERTAKEN? 

The Affordable Rural Coalition for Health (ARCH) project is designed to 
identify creative community-based solutions to the p- oblems of maintaining 
rural ijealth care services in a period of tremendous change in the health care 
field. It is a joint effort of The Center for Rural Health Services, Policy 
and Research at the University of North Dakota, Grand Forks, N.D.; Lutheran 
Hospitals and Homes Society of Fargo, N.D. , and 16 communities in Colorado, 
ffontana and North Dakota. The ARCH program will be carried out over a four- 
year period that began in July, 1985. 

B. G^INERAL DESCRIPTION 

The approach used in the ARQi project is based on community organizing 
principles. It is directed at a restructuring of the role of the small rural 
hospital, and the cormunity health system of which it is r part, to achieve a 
coitinunity-wide, coordinated, cost-effective health system. The ARCH project 
seeks to demonstrate ways to preserve the small rural hospital as a community 
resource. 

Both single sites and consortiun sites of three or more hospitals have 
agrc^ to work with their communities in order to address health needs. The 
population of the ARCH comnunities ranges from 935 to 15,602; ten of the 16 
communities have a population of 2,500 or less. The nunber of beds in the 
participating hospicals ranges fran 11 to 92 with 13 of the t ospitais having 
50 beds or less. 

The community organizing approach involves several stages. First, a 
local community organizing coordinator is chosen who agrees to attend an 
intensive six-week training session in order to develop corrmunication skills 
and to learn abc;.c community organization theory and methods, health care 
issues and management techniques, and rural perspective. After completing the 
training the coordinator returns to the community and initiates the formation 
of a local ARCH board. The board must include representatives of five 
ccinnunity sectors: health, religion, conmerce, government and education. It 
should also include a large diversity of people including male and female, 
younger people, more experienced people, newcomers to the area and pioneer 
families from all portions of the service area. The board undergoes a 
training session which is administered by the local coordinator. The board 
then assesses community needs and develops a proposal for a local ARCH project 
to be funded by the Kellogg Foundation. Finally the plan is implemented in 
the coninunity. 
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C, ADMINISTRATI(W/MANAGE»fENT 



The program is supported by an ARCH Policy Oorrmittee consisting of 
representatives of The Center for Rural Health and the Lutheran Hospitals and 
Homes Society. Lxxjally the coordinators are responsible for administering the 
program with the boards they help to establish. 



D. FINANCIAL AND REIMBURSEMENT 

The W.K. Kellogg Foundation has pi-^vided $1,4 million in funding for the 
four-year program. An additional $1.5 million in matching funds and in-kind 
contributions will be provided by The Center for Rural Health, Lutheran 
Hospitals and Homes Society and the 16 participating coniminities. 

E. SHARED SERVICES 

The local coordinators have conference calls monthly and are learning to 
use an electronic bulletin board system in order to share information and to 
lend personal support to their collaagues. 
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RURAL REFERRAL CENTER PROVIDES COMMUNITY OUTREACH SERVICES 



Lifestyles Unlimited 

St, Francis Rfedical Center 

Cape Girardeau, Missouri 

Contact person: Jo Ann Moore, Adm. 
Telephone Number: (314) 335-1251 



Lifestyles Unlimited is a regional health infoimation and referral center 
serving a 10 coimty area in Southeast Missouri and Southeast Illinois, While 
a large number of health services are availfible in this area, access to these 
services is often a time consuming and confusing process. Located in a 
r^ijnal shopping mall, this community outreach program serves its rural 
clientele at all times the mall is open. Although financed as an independent 
budget by the St. Francis Medical Center, the prcgram nevertheless strives to 
make creative use of available ccmnunity resources for many of the services 
provided. 

The center often operates 12 hours a day. A registered nurse is always on 
duty to help answer health questions and to provide referrals. The center 
also has a wide variety of health literature available and provides free blood 
pressure checks. Each month the center focuses on a different health issue. 
Recently, for example, the issue was heart disease and a display was prepared 
with the help of the American Heart Association spotlighting this issue. 
Periodically the center will have screenings in conjunction with the 
particular health issue in focus. For example, the Pearl Vision Center 
located in the building set up its equipment outside the center and gave free 
eye examinations. Another time the Division of the Blind provided free 
glaucoma screening. 

Mall tie-ins is another example of how the center tries to utilize 
available resources. For instance, when the mall had an auto rhow the center 
and Easter Seals highlighted seat belt safety, various child restrain devices 
were placed in the cars on display, allowing parents the opportunity to 
compare models. The center also helped to promote the Red Cross' auto first 
aid kit. 

Another initiative the center has undertaken is kn^/wn as the mall walk. 
The mall is opened at seven o'clock each morning so people can walk 
uninterrupted until the stores ^pen at ten o'clock. Lifestyles Unlimited 
opens at 8 a.m. every Wednesday to provide walkers with blood pressure 
monitoring. On the first Tuesday of every month a continental breakfast is 
held for mall walkers. The Medical Center prepares the meal with low 
cholestral bread and dietic cookies, etc. and the recipes are provided to the 
wplkers. The mall merchants, however, are the ones who pay for the breakfast, 
and a volunteer speaker gives a presentation afterwards. One recent talk, for 
example, was on how to dress appi^opr lately for exercise, and the importance of 
wanning up before and cooling down after exercise. 

5very second Wednesday of the month the center sponsors Senior Citizens 
Activity Day. Once again this is joint production, A local grocery store 
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provides the beverages, advertising is paid for by the mall and mall 
merchants, and the Medical Center provides the bread stuffs. Breakfast is 
followed by a 30 minute lecture held in one of the mall's movie theaters. The 
manager of the movie theater offered to donate its use when the nunber of 
those attending the breakfast increased to over 200 • 

Over the two year period the health information and referral center has 
been open, it has handled 65,000 visits. Approximately one quarter of the 
visits each month are new ones. Open an average of 75 hours per week, the 
center has been very successful. Serving a rural area and rural clientele, 
the center has made health information and services accessible to many whose 
needs might otherwise go unmet. 



ERLC 



-162- 



LOCAL STRATEGIC PLANNING FOR RURAL HEALTH SERVICES IMPROVEMENT 



RURAL HOSPITAL PROTECT 
University of Washington 

Department of Family Medicine, Research Section 
HQ 30 

Seattle, Washington 98195 

Contact Person: Bruce Amundson, Director 
Telephone Number: (206) 543-2461 



Funded by the Kellogg Foundation, the Rural Hospital Project encompasses 
a 4 state area ~ Washington, Alaska, Klontana and Idaho. A research team 
surveyed the 140 rural hospitals in this area with the intention of working 
with 6 financially distressed ones. A rural hospital was defined as one with 
under 50 beds. Typically there are long distances between rural hospitals. 
Out of the 140 hospitals, over 70 indicated that they were in financial 
distress, and six were eventually chosen for participation in the project. 

Most responses to a distressed rural hospital situation tend to be 
focused and categorical. The Rural Hospital Project, however, offers a 
broader, more global response. The project seeks to form a collaborative 
effort between the conmunity, hospital, and other healtn service provider 
The belief is that a conmunity-wide strategic planning process is necessaiy to 
insure the viability of the rural hospital. The future of a rural hospital is 
dependent on the rest of the healtn system components within a community 
(i.e., physicians, other health care providers). 

The initial step of the project, after the six rural hospitals were 
chosen, was in each case to 1) do a needs assessment of the people utilizing 
the hospital (personal interviews were conducted) ; 2) mail a market survey 
designed to determine utilization patterns and satisfaction levels; and 3) 
analyze the hospital's management /administration and financial systems. Even 
before this, however, the research team entered into a contract with each 
comunity. Both the teajm's and community's resnonsi'oilities were spelled out. 
The project was viewed as a collaborative venture. 

Once the information had been gathered, a comprehensive list of the 
community's strengths and weaknesses was compiled. From a clinical point of 
view, such a comprehensive data base derived from intensive outside analysis 
is a necessary prerequisite to undertaking any problem solving action. 
Outside analysis also helps surface issues that might be too painful for a 
community to surface otherwise. Examples of such issues include physicians 
with poor interpersonal skills, authoratative hospital administration, and 
ineffectual boards oi directors. 

After the research team and community agreed upon the issues 
(approximately 20 to 30 issues were raised in each community), the next step 
was to develop the aforementioned community-wide strategic planning processes. 
Following this of course is the mplementation stage. The research team is 
currently at these stages in the six rural communities. 
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Generally speaking, intervention can take one of two forms. First, there 
are interventions external to the comnunity. Examples of these are 
regulations placed on the hospital by the Health Department, laws passed by 
the legislature, utilization rates, and health trends in general. The second 
type of intervention involves those that the cotimunity itself can undertaKe. 
It IS this type of intervention with which the Rural Hospital Project is 
primarily concerned. 

Data gathered in the project show an outmigration for hospital care in 
these rural conmunities of 40 to 60%. Outmigration for ambulatory physician 
services range from 30 to 55%. The project's director reports that a -^jor 
issue affecting rural hospitals participating in the program is not dollars, 
but where those dollars are being spent. For example, do health insurance 
premiums support local services? Health insurance premiums are paid outside 
the comiunity but filter back with the utilization of local services. 

One potential solution to keeping dollars in the rural conmunity is the 
use of rural PPOs or HMOs. A PPO (Preferred Provider Organization) or HMO 
(Health Maintenance Organization) pro'^des a financial incentive to use local 
practitioners and hospitals. In add ..ion, insurance companies have been 
willing to write specific policies tailored to an individual cotimunity. Based 
on rural costs alone, these policies are often less expensive than more 
general policies which are based on urban/rural costs. 

Perhaps the most important idea of the Kellogg Foundation's Rural 
Hospital Project is the notion that rural communities oiiould, and can, take 
some measure of responsibility for insuring the viability of rural hospitals. 
Just sitting back and waiting for a legislative body or Health Department in a 
far off city to save their hospital coul.-* one day see conmunities without a 
hospital to save. The Rural Hospital Troject has shown that involving 
comnunity leaders, hospital management, and other health service providers in 
a collaborative effort to enhance the viability of a rural hospital increases 
community optimism about the future, and gives residents a sense of self- 
control and self-determination. More importantly, it has been shown that such 
an aiproach can work when the required external support and local conmitment 
are brought together in the proper fashion. (This same sort of partnership 
initiative between a local m'-dical staff, hospital and business conmunity is 
being supported elsewhere by the Business Alliance of America). 
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DEVELOPING A OONTINUUM OF SERVICES 
Fm ELDERLY PERSONS WITH LfflG-TERM CARE NEEDS 



The Robert S. Flinn Foundation 
Pheonix, Arizona 



The Phoenix-based Flinn Foundation was established in 1965 by zhe late 
Dr. and Mrs. Robert S. Flinn and given the broad mission of improving "the 
quality of life for the people of Arizona and New Mexico." Its grants have 
been directed primarily to health-related subjects. Recently the Foundation 
awarded $650,000 in gratns to provide comprehensive health care and support 
services to the elderly in New Mexico. These grants were awarded to three 
not-for-profit hospitals, and extend the program already underway in four 
Arizona hospitals. Through the grant program the Foundation hopes to 
demonstrate that hospitals which have historically provided quality inpatient 
care can effectively take responsibility for the coordination and provision of 
services for the elderly beyond the hospital walls. 

The grant funds will assist the three New Mexico hospitals in developing 
a continuum of services for elderly persons with long tem care needs. A 
developmental-phase grant will be used initially to recruit experienced 
professional staff capable of organizing and implementing a hospital-based 
case management program for the fr^il elderly. Once the recruiting an-^ 
startup plans have been completed, the institutions will be eligible to apply 
for second-phase implementation grants. 

The impact of new hospital payment systems has moS' directly affected the 
elderly. Shortened lengths of stay for illnesses often result in discharged 
patients still in need of direct medical care, nursing and rehabilitative 
services, and home care assistance who must often go without such services, 
especially in rural areas. At present, the delivery of these services is 
often fragmented and cunbersone , leaving some elderly without adequate care. 
The grant program will allow the hospitals to coordinate patient care — from 
acute episodic illness requiring hospitalization, to assisting people in their 
homes and in alternative daycare and residentail settings. 

These hospital based prograins will respond to th., problems of costly and 
inappropriate institutionalization and the "revolving-door" patient; thpt is, 
the elderly patient who is frequently readmitted to the hospital. The 
coordinated care management will offer frail elderly persons (aged 65 and 
over) a variety of hospital and connunity-based services. The projects will 
provide or arrange for patient assessment, placement and followup; homemaker 
assistance and home health care; meuical equipment; nursing home care, adult 
daycare or alternative housing arrangements; training and support for family 
and volunteer caregivers; brokering of corrmunity services; and removal of 
physical barriers from the home. Services will be coordinated with a 
patient's personal physician. 

Research has shown that most elderly persons prefer independence within 
the comnunity rather than institutionalized long term care. The hospitals in 
this project believe they can coordinate existing services and fill in the 
gaps for a balance of psychosocial and medical input to address most, if not 
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all, aspects of the needs of frail elderly in their respective camunities. 
It is expected that by networking and administering these !r,ervices the 
facilities can improve the quality of life of this rapidly growing segment of 
the population. 

The hospital's case management team, under the direction of an assistant 
administrator of behavioral health, will include a medical /social worker and a 
geriatric nurse practitioner. With the assistance of the New Mexico Hospital 
Association, the Flinn Foundation invited all of New Mexico's hospitals to 
submit applications for funding under the program. Application materials 
required applicants to describe the present array of services provided to 
elderly patients, unmet needs, and how the hospital planned to meet these 
needs with grant funds. 

The grants were made following a lengthly review process of the 
applications received. A consultant panel conducted the first screening of 
applications, and the Foundation's Beard of Trustees made the final selection 
of hospital sites. 
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ELHERLY CARE PROJECT ~ 



HEMET-SAN JACINTO, CALIFORNIA 



The linking of long term and extended home care for the elderly and 
disabled is a health issue that has received considerable public attention but 
which is still in its infancy compared to other health service alternatives. 
As such, current 3f forts are very exploratory and fragmented, particularly in 
rural areas. Rece-gnizing the imnediate need to improve and integrate long- 
term health care alternatives within California, the State Legislature in 1986 
designated the California Department of Aging a« the agency responsible for 
the development of long term care systems for California's elderly. Following 
the lead of the state legislature, the Riverside County Board of Supervisors 
appointed a county Office for the Aging as the agency in charge of developing 
a strategy for comnunity-based, long term care. 

The comnunity received seed money from the state under a pilot program, 
in order to implement a model long term care program for the elderly and 
disabled in the Hemet-San Jacinto area. This region was chosen in part 
because of the following: large senior citizen population; encompasses rural, 
suburten and urban populations; contains an established consortium senior 
organization; and availabilicy of nearby ^ ^^iatric case managment, Alzheimer's 
support group, a hospice program, social day care, and two public health 
centers. 

The Hemet-San Jacinto program does not provide any physical facilities in 
which to care for individuals, but administers a series of innovative yet 
simple programs designed to improve home lifestyles and provide coordinated 
home health support for the elderly and disabled. The programs include a 
volunteer system based on a blood bank model to involve active and healthy 
seniors interested in helping those in need* to participate in the formation 
of a private foundation, the Greater Riverside County Foundation for 
Indeoendent Living ~ intended to create on-going funding resources to benefit 
pro'^rams and senior center developments in the region. The Hemet-San Jacinto 
program plans to expand services through the senior consortium (Hemet, Prime 
of Life, Inc.); they include: expanded individual case management, in-home 
respite care, iiitergenerational programs, handicapped companion prc^rams, 
elderly transportation and emergency food and housing. A marketing effort is 
planned to increase the number of businesses ani seniors participating in the 
Office for the Aging's Senior Identification/Discount Card Program. A 
computerized client data bank and resource file available to all state and 
county agencies will be established within the county Office for the Aging. 
The county Office for the Aging will work jointly with the P^partments of 
Public Social Services and Health and Mental Health to develop a coordinated 
process which will reduce duplication and will be client-oriented. 

The Hemet-San Jacinto prograr> is fortunate to be located in a region with 
a large number of existing services available for the elderly and disabled. 
Despite less favorable circumstances, other municipalities can utilize many of 
the same types of strategies and components in designing their own extended 
care plan for elderly and disabled residents. 




♦The volunteer system based on the Red Cross blood bank model is a unique idea 
in itself. In this case the volunteers in the elder and disabled programs 
earn credits that are "banked" with the long tern care program. These credits 
can be used later in lieu of cash payment for services received by the 
volunteer. -167- 
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Services for children — 
putting the pieces together 
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The System of Care for Children 



A 



TERTIARY CARE 




The Role of CHSC in lowa's Medical Care Sys,.em 



IOWA'S PRIVATE HEALTH CARE DELIVERY SYSTEM 



TERTIARY hEOICAL CARE AND HEALTH SERVICES 

(Provided in Medical Centers and in the 
UmversUy of Iowa Hospital and Clinics) 

Quality specialty care provided in a 
personalized fashion: 

1. Specialized medical, d^' agnostic and 
theraoeutic services for unusual and 
complicated cases. 

2. Specialized surgical care for unusual 
and complicated cases (neurosurgery, 
organ transplants, etc.)- 

3. Specialized dental care for unusual 
and complicated oral disease and 
surgery. 

4. Emergency medical care (trauma 
center). 



SECONDARY MEDICAL CARE AND HEALTH SERVICES 

(Provided in Physician Offices 
and Regional Hospitals) 

Quality secondary ^nd referral csre pro- 
vided in an available and personalized 
fashion: j 

1. Medical and surgical diagnostic / 
services for complicated problems. / 

2. Surgical care and medical care for/ 
complicated pr '•mi. / 

3. Services for majjr surgical and / 
medical emergency problems / 

4. Specialty dental care — ortho- / 
dontics, endoaontics, periodontics. 

5. Emergency medical care. / 



PRIMARY MEDICAL CARE AND HEALTH SERVICES 

(Provided in Physician Offic^) 

Quality primary care and health aervices 
proviaed in an available, personalized, 
and continuous fashion: / 

1. Preventive services, casef finding 
services, and treatment for usual 
and uncomplicated illness and 
disease. / 

2. Minor surgery and mediaal care for 
uncomplicated problems/ 

3. Home care programs — mursing 
services. / 



IOWA'S PUBLIC SEmCE SYSTEM 



TERTIARY MEDICAL CARE AND HEALTH SERVICES 

(Provided in the 
University Hospital and Clinics) 

Quality Specialty care provided in a 
personalized fashion: 

1. Specialized medical, diagnostic and 
therapeutic services for unusual and 
complicated cases. 

2. Specialized" surgical care for unusual 
and complicated cases (neurosurgery, 
organ transplants, etc.). 

3. Specialized dental care for unusual 
and complicated oral disease and 
surgery. 

4. Emergency medical care (trauma 
center). 




;i£CONOARY MEDICAL CARE AND HEALTH SERVICES 

(Provided ir Mobile and 
Regional Child Health Specialty Clmiv'ts) 

Quality secondary and referral ambulatory 
^are provided in an available and person- 
alized fashion: 

\l. Specialized medical , diagnostic and 
\ treatment services for compl"'cated 
\ problems. 

A Planning for multiple professional 
\ services. 
3A Follow-up care management services. 



PRIMARY\mEDICAL care and HEALTH SERVICES 

(Provided in Public Health Clinics) 

Quality pnimary care and health services 
provided iV) an available, personalized, 
and continuous fashion: 

1. Preventive services, case-finding 
servers, and treatment for usual 
and undcmplicated illness and 
diseasev 



Source: 



Adapted from State and Planning Area Patterns of Patient Origin and HosLital Utilization . Report of the Office 
for Comprehensive Health Planning in tne Governor's Or f ice for Planning and Programming, June, 1974; and 
A Proposed Organizational Structure for Providing Health Services and Medical Care in the State of lowa , 
jonn C. MacQueen, M.O. , Chairman, Health Manpower Committee of tne Iowa Comprenensive Health Planning Council; 
Associate Dean, College of Medicine, University of Iowa and Eber Eldridge, Ph.D., Professor, Department of 
Economics, lowa State University, August, 1972. 
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The Regional Child Health Center 
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In 1977, the Office of Maternal and Child Health and the Office of Special 
Education and Rehabilitative Services (U.S. Department of Education) 
requested grant applications for the development of integrated systems of 
services for children with combined educational and health problems provided 
by the combined efforts of state educational and state health agencies, A 
five-year grant was awarded to Iowa to begin the project. Later, additional 
funding from the Iowa State Legislature provided the basic support to enable 
this agency to expand and develop a comprehensive statewide system of 
regional centers. 
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O -HSC Regional Cenrers— Small Town and RuraJ Areas 
Q CHSC Regional Cenrers— Urban Areas 




Thpre are nov^ 12 such centers functioning in Iowa. The centers are 
community-directed coalition efforts, functioning on a secondary level as a 
part of a stratified system of health care. They provide diagnostic services. 
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Integrated Evaluation and Planning Oinic Process 



ADDITIONAL 
INFORMATION 

AEA, OSS. 
PH. others 



REFEm 
RECEIVED 



INTAKE 

SCREFNING FOR 
ELIGlu'-ITY 



PRECIINIC 
REVIEW 

.ledical/health 

histories 
Social history 
School reports 
Lab and x-ray 

reports 
Reason for 
referral 



0> 



CLINIC 

Evaluations 
Case staffing 
Family Conference 



AFTER CLINIC 

Clinic report 
Case Management 

and follow-up 
Monitoring 
Referral for 

further 

services 



TREATMENT PROCESS 
IN THE COWUNITY 

MD, AEA, others 



SUPPORT SERVICES 

Agencies and 
groups in the 
cornnuni ty 



TERTIARY LEVEL 
CARE 

University Hospi- 
tals and Clinics 



S ummary of Characteristics of the Services Provided in the Center 

The services are organized to include professional multiple agency 
parcicipation since many children require multiple professional assistance. 

The services are community based. Although a child may require 
specialized care, many of the support services neeaed by these children 
are generic an^^ can be provided in the community. 

The services are family oriented. Children with chronic illnesses and 
handicapping conditions particularly need family suppoi-t and the family 
needs community support services. 

The services are regionalized. Children with chronic illness and handi- 
capping conditions represent a low-frequency, high-servica, high-cost 
population and experience shows that the only way such services can be 
made available is by regionalizing those services to conserve resources. 
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The services do not aestroy the economy of the family. One of the ways 
of decreasing the costs oi services is through the coordination of 
services - 



The services nay well include certain technical care that has been recom- 
mended as a result of an examination in a tertiary center. Treatment 
plans as developed by a tertiary center may include follow-up diagnostic 
and treatment procedures that can be provided in the community. 

The services include a coordination of services needed by children with 
behavioral, educational and developmental problems. There is abundant 
documentation that there is an ever increasing number of children who 
have been identified as "the new morbidity." These children need 
access to representatives o^ education and mental health. 

The services provide family support. It has been documented that many 
children with chronic illness and handicapping conditions and their 
families have, over and above their need for technical care, the need for 
support services. These are for the greater part generic services 
needed hy all children who have chronic illnesses. The organization of 
these services must be designed in the community by those who are to 
be involved with the provision of the care. 

The services must coordinate with other contemporary services including 
a variety of screening programs and early identification programs. Some 
of these are for targeted populations as the scoliosis screening program 
or for children who are obese. Some services are for a broad population 
such as programs for the prevention of sexual abuse. 

A typical clinic day in which these services are provided can be seen in the 
following clinic day schedule for the Ottumwa area regional center. 
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Various specialty health programs have been added to the 
regional centers beginning with the addition of a statewide high risk follow-up 
program, and now with the introduction of the home care program for 
chronically ill and technology-dependent children. Community planning by 
major agencies and local groups is being carried out. About 83% of Iowa's 
children in 84 of Iowa's 99 counties have some or a! of these services 
available to them. 



Center Organization 



It is important to note that operation of the center and its clinics and 
programs are based on a voluntary coalition of agencies. Each agency 
commits staff time and resources. 



REGIONAL CHILD HEALTH CENTERS 
Essentials of the Program 
Voluntary Coalition 



MEDICAL 
COMMUNITY 

ACUTE 




SUMMARY OF CHILD HEALTH SPECIALTY CLINICS AND PROGRAMS 



PATIENl SERVICES 

Evaluation & Intervention 

Services 
High-Risk Infant Follow-up 
Coronary Prevention 
Lead Based Poisoning 
Integrated Evaluation and 

Planning Clinics 
Ped/Developmental Clinics 
Adolescent Proolems 
Orthopedic Clinics 
Ear, Nose and fhroat 

CI inics 
Cardiac Clinics 
Residential Facility 

CI inics 
Cystic Fibrosis CI inics 
Mubcle Disorder Clinics 

PATIENT PROBLEMS 

Health Risks 
Delayed Development 
Lost Functions 
Early Disabi lilies 
Premature Death 



FAM:LY SUPPORT SERVICES 
Case Management Services 
Family Home Care 



FJ nancial S up port Services 
Sliding Fee Scale 
Purchase of Care 
SSI/Disabled Children's 

Program 
Transportation 



FAMILY PROBLE MS 

Lack of Resources 
Lack of Expertise 
Lack of Written Direction 



PROVIDER SUPPORT SERVICES 
Professional Training 

Audiology and Speech 

Pathology Training Program 
Pediatrician and Pediatric 

Nurse Practitioner Specialty 

Training Program 
Student Nurse Training 
Provider Inservice Training 

Program 
Provider Consultations 
Scol iosis Screeners 

Training 



PROVIDER PROBLEMS 

Lack of Special Providers 
Maldistribution of Providers 
ProvHer Information 
Provider Training 



SYSTEMS SUPPORT SERVICES 
Se rvice System 

Regional Centers and Clinics 
Integration of Services 

Sites, Facil ities and 

Staff 

Networking of Services 

for Handicapped 

Children 
Interagency Patient 

Information System 



Management System 



SYSTEMS PROBLEMS 

Fragmented Resources 
Fragmented Responsibilities 
Duplication of Efforts 



NOTE: 



CHSC has cooperative arrangements with ana/or participates in related programs of the State department of Health 
and University of Iowa Hospitals and Clinics. 



Handicapping Conditions at 
Integrated Evaluation and Planning Oinics 




The largest group of children referred are for a combination of behavioral, 
emotional and social problems, especially hyperactivity or Attention Deficit 
Disorder. Children with medical problems are also a large group including a 
broad range of developmental delay problems, enuresis and encopresis, 
obesity, urinary incontinence, problems of neurological dysfunction, etc. The 
behavioral and school-related referrals include problems with peer relation- 
ships and a variety of social and emotional problems involving poor self- 
esteem, uncontrollable behavior, and other problems associated with unstable 
family conditions. 
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SYSTEM DEVELOPMENT ALTERNATIVES: STATES AND FEDERAL 
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SYSTEM DEVELOPMENT ALTERNATIVES 
OTHER STATES AND FEDERAL 



OFFICE OF RURAL HEALTH - PUBLIC HEALTH SERVICE 
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 



To be established in the fall of 1987, to provide a rational focus for 
rural health issues, and to complement the ongoing efforts of foundations p.nri 
others in the private sector, as well as states and local cofrmunities. 

Responsibilities : 

"The new office will: 

(1) Work with states, private associations, state hospital associations, 
foundations and others to act as 3 catalyst for focusing attention 
and solutions for rural hospitals. 

(2) Coordinate rural health activities throughout HHS and help coordinate 
efforts of other federal agencies, such as the Veterans 
Administration and Department of Agriculture. 

(3) Establish a clearinghouse for collecting and disseminating existing 
and emerging information, data, and resources." 

(Extracted from: Public Health Service p '^ss release; June 4, 1987) 



STATE OF Omm - OFFICE OF RURAL HEALTH (ORH) 



Created in 1979, as part of the State Health Planning and Development 
Agency (SHPDA), to coordinate statewide efforts for providing health care in 
rural areas; to provide technical assistance and grants to rural communities 
for needed health care services; and to coordinate recruitment, placement, and 
retention of health care professionals who are obligated to practice in 
medically underserved areas of the state. 

R esponsibilities : 

(1) Coordinating statewide efforts for providing health care in rural 
t reas; 

(2) Accepting and processing applications from conmunities interested in 
develoDing health care delivery systems. 

(3) Through the agency, applying for grants and accepting gifts and 
grants from other governmental or private sources for the research 
and development of rural health care programs and facilities. 
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(4) Serving as a clear » >ouse for information on health caro delivery 
systems in rural areas. 

(5) Helping local boards of health care delivery syi^'ems develop ongoing 
funding sources. 

(6) Developing enabling legislation to facilitate further develofinent of 
rural health care delivery systems and to expand the duties of the 
office, if necessary. 



STATE OF NOR^IH CAROLINA - OFFICE OF RURAL HEALTH SER.VICES 

Created in 1973 by the legislature, as an office in the Division of 
Facilities Services, Department of Hunan Resources, its main function is 
developing, in coordination with local organizations and providers, primary 
care services in rural areas. 

Responsibi 1 i t ies : 

(1) Providing grants and tech deal assistance to select comnunities for 
establishment of a corrmunity health center. 

(2) Assisting both physician candidates and needy comnunities in a 
physician recruitment and placer^ient program. 

(Z) Serving as a liaison for the National Health Service Corps projects 
in the state. 

(4) Coordinating cormiunication axnong rural health care professionals; and 
hosting state and foreign delegations to demonstrate the office's 
operations. 

(5) Providing technical assistance to small rural hospitals in financial 
distress. 



The following page contains a list of various "icate Offices of Rural 
Health. 
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STATE OFFICES OF RURAL HEALTH 



Robin Miller Braun 
Director 

Rural Health Office 
Arkansas Department of Health 
4815 W. Markhajn Street 
Little Rock, AR 72201 
(501)661-2375 



Andrew W. Nichols, M.D., M.P.H. 

Director 

Rural Health Office 

Dept. of Family & Cofmunity Medicine 

University of Arizona 

3131 E. Second Street 

Tucson, AZ 85716 

(602)626-7946 



Gino Lera 
Deputy Director 
Rural Health Division 
Department of Health Services 
714 P Street, Suite 450 
Sacramento, CA 95814 
(916)322-L078 

James D. Bernstein 
Chief 

North Carolina Office of Rural 
Health 

437 North Harrington Street 
Raleigh, NC 27605 
(919)733-2040 



Charles Arfero 

Executive Director 

New Mexico Health Resources 

P.O. Box 27650 

Albuquerque, NM 87125 

(505)242-0633 



Marsha Kilgore 
Manager 

Office of Ru* al Health 
State Health Planning & Dev. 

Agency 
3886 Beverly St., |l9 
Salem, OR 97305 
(503)378-4068 

James A, Ciouch 
Director 

Bureau of Rural Health 

Utah Department of Health 

P.O. Box 45500 

Salt Lake City, UT 84145 

(801)533-6135 

Fred Moskol 
Director 

Departrr^nt of Cotmiunity and 
Professional Development 
University of Wisconsin 
810 University Bay Drive 
Madison, WI 53705 
(608)263-6690 



J. Stephen Wright, Ph.D. 
Director 

Rural Health Office 
Georgia Southern College 
Box 8148 

Statesboro, GA 30460-8148 
(912)681-5144 

Kevin Fichenscher, M.D. 
Director 

The Center for Rural Health 

Services, Policy & Research 
University of North Dakota 
501 Columbia Road 
Grand Forks, ND 58202 

(701) 777-3848 

Dr. H. E. Crow 
Director 

Office of Rural Health 
School of Medicine 
University of Nevada 
MacKay Science Bldg., Rm 201 
Reno, NV 89557 

(702) 784-4841 

Lois Barry 

Executive Director 

Texas Office of Rural Health 

Texas Tech University 

Regional Academic Health Center 

400 W. 4th., Suite 243 

Odessa, TX 79761 

(915)335-5117 

Bruce Amundson, M.D. 
University of Washington 
School of ^fedicine 
Department of Family Medicine 
Research Section, HO-30 
Seattle, WA 98195 
(206 J 543-2461 

Charles Huff 
Director 

Office of Rural & Corrmunity Health 
School of Human Medicine 
University of Wyoming 
1522 East "A" Street 
(^sper, WY 82601 
(307)266-3076 
-185- 
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GRANTS-IN-AID TO aiNICS 



Department of Health Services 

Rural and Oonmunity Health Division 

Primary Health Services Development Programs 

714 P Street, Room 750 

Sacramento, CA 95814 

Contact Person: Sarah G. Erlach, R,N., M.P.FI, 
Telephone Number: (916) 324-1929 



PROGRAM DESCRIPTKW: 

The Grants- In- Aid to Clinics program is ridndated by SB 1117 (1983, formerly AB 
1317/80), Health and Safety Code, Section 1187, The program is to ensure the 
continuation of existing clinic prc^rams which lack financial resources and 
have had to curtail services. The purpose of these monies is to: (1) 
"stabilize health care operations of conmunity and tree clinics" which provide 
a wide range of primary health services; (2) fund innovative programs designed 
to provide high quality health services at minimum costs; and (3) maintain and 
restore services and staff critical to continuation of current levels of 
services to high-risk or underserved populations. Monies are also available 
for non-profit corporations (comprised of not less than three clinics in a 
combined service area covering one or more counties) to provide technical 
assistance and help defray personnel costs, 

PROGRAM AOOOMPLISHMENTS: 

• Currently funds 56 projects throughout the state, four of 
which are "associations" comprised of three or more 
clinics (4/5 Urban, 1/5 Rural). 

• The majority of the monies are to be used for provider 
(physician, nurse, etc.) personnel. No monies are to be 
for equipment or facilities. 

• It is estimated that approximately one million patient visits 
are provided by these funded clinics yearly. 

CURRENT GOALS: 

• To maintain and stabilize current operations, and to improve 
revenue collections to reduce dependence on state funds. 
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SEASONAL AGRICULT 



MIGRATCfflY ITORKERS PROGRAM (SAMW) 



Department of Health Services 

Rural and Oonnunity Health Division 

Primary Health Services Development Programs 

714 P Street, Room 750 

Sacramento, CA 95814 

Contact Person: Sarah G. Ei-iach, R.N., M,P,H, 
Telephone Number: (916) 324-1929 



PROGRAM DESCRIPTION: 

The Seasonal Agricultural & Migratory Workers (SAF4W) Program is mandated by SB 
1117 ^1983) to maintain a program of health services for seasonal agricultural 
and migratory workers and their faxnilies. The program funds primary health 
care, encourages the development of bilingual health education, provides 
outreach and nutrition services, collects data on the health status and unmet 
needs of farmworkers, provides board training, and administers, monitors and 
evlauates local project operations. 

PROGRAM ACCOMPLISHMENTS: 

• Reestablished the program in the governor's budget of 1980-81. 

• Currently fund six primary care sites and three health 
education. 

• Originally projected to serve 10,000 Parmworkers 
in FY 1980-81, the prograxn now serves over 60,000. 

• In FY 1986-87 Farmworker staff took over responsibility for 
over 53 AB 1317 Grants-In-Aid projects. 

CURRENT GOALS: 

• To in^rove quality of care and outreach in all projects and 
to promote maximization of revenues. 
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RURAL HEALTH SERVICES DEVELOPMENT PR(XiRAM 



Department of Health Services 
Rural and Cormunity Health Division 
Primary Heaith Services Development Programs 
714 P Street, Rocxn 750 
Sacraniento, CA 95814 

Contact Person: Sarah G. Erlach, R.N., M.P.H. 
Telephone Number: (916) 324-1929 

PRCERAM DESCRIPTION: 

The Rural Health Services Development Program is mandated by SB 1117/1983 
(formerly known as AB 2450/1976) to increase the amount and availability of 
services in rural areas of California, to improve distribution of health 
manpower to underserved rural areas, and to improve the coordination of 
services. The program has focused on providing primary health care in 
medically underserved areas, establishment of new health delivery systems, and 
utilization of and coordination with existing public health, hospital, and 
physicians resources. The utilization of mid- level practitioners, physician's 
assistants and outreach personnel from the same ethnic background as the 
population to be served is a key characteristic of the program, 

PROGRAM ACCOMPLISHMENTS: 

• Established 20 primary health centers in remote and other 
rural areas throughout 22 counties in the State (North Modoc- 
South IiT5)erial). 

• Funds three regional Health Education/Nutrition projects. 
CURRENT GOALS: 

• To improve self-sufficiency of projects to 50% by providing 
training in billing and maximizing revenues. 

• Improve quality of care by promoting Quality Assurance Pro- 
cedures and staff, 

• Initiate computerization as a management tool. 

• Simplify application process, initiate multi-year contracts. 
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WORKING ENVIRCWMENT IN STATE OF CALIFORNIA ASSISTS RURAL 
HOSPITALS TO ADWtESS SPECIAL NEEDS AND aM)ITI(»IS 



Contact Person: Steve Rosenburg 

Consultant, California 

Telephone Number: (415) 868-0180 



Rural hospitals in California are using creative management strategies lo 
better their financial condition. Their ability to accomplish this is aided 
by responsive and flexible state policies and regulations that govern their 
working environment. California statutes have been enacted that specifically 
address the unique needs and conditions of rural hospitals in a rural system 
of health care. 

The first method ("distinct part") allows hospitals to change the 
designation of up to 10% of their beds without Cm approval. Within this 
classification, for exainple, there are three possible alternatives. The first 
would set aside up to 10% of the hospital's beds as short stay nursing home 
beds. Reimbursement for these beds is paid by Medicare under a special 
reimbursement plan. This 10% leeway in the certification of beds provides the 
hospital with much needed flexibility in its utilization of facilities in 
order to match needs with resources. The second alternativt is to have all 
the beds run as regular long stay, but divide them up into acute care and 
skilled nursing. One possible advantage to this option is that a facility can 
more easily maintain full occupancy of beds. The third alternative is to mix 
and match various bed types — long stay acute, long stay skilled nursing and 
short term nursing home beds. These various combinations offer flexibility 
that is critical to the survival of hospitals in rural California. 

The second method rural hospitals in California are using to improve 
their financial condition is diversification by providing non-acute care 
services. Here the hospital either provides itself, or contracts for the 
provision of such services as home care, laundry services, substance abuse 
clinics, meals, and housing in order to address unmet community needs. 
Services are tailored to filling specific gaps. 

Another exainple of much needed flexibility given rural hospitals in 
California is in the range of services they are required to offer. For 
example, rural hospitals are not all required to have a surgery capability. 

These various initiatives are representative of innovative approaches to 
providing quality health care in rural areas of Oilifornia. Economic reality 
has dictated that state policymakers allow institutions some flexibility as 
they pursue improved and creative management strategies in providing equitable 
and proper health care to people in rural areas. Rural hospitals are thus 
able to provide more consistent, appropriate and cost-effective services. 
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RURAL PRIMARY CARE NETWORK AND HOSPITAL TECHNICAL ASSISTANCE 
THROUGH STATE OFFICE OF RURAL HEALTO 



Office of Rural Health Services 
North Carolina 

Contact Person: Jim Bernstein, Director 
Telephone Number: (919) 733-2040 



A. WHY WAS PROGRAM UNDERTAKEN? 

Established in 1973, the Office of Rural Health Services has helped to 
bring much needed primary health care services to rural conmunities throughout 
North Carolina, ORHS has helped construct 43 health centers and has recruited 
over 600 physicians during this time. Most recently, necessity has caused 
ORHS to direct its attentions to rethinking the role of rural hospitals in the 
rural health care system. The newly created Ocxmunity Hospital Technical 
Assistance Prc^r^r^ aims to do this, 

B. GENERAL DESCRIPTION 

A relatively independent office (no ties to Social Service or Health 
Service Agencies), ORHS deals directly with local conmunities. They employ a 
bottom-up approach to the problem of underserved rural areas by responding to 
requests from coimunity groups for their help. Five-to-one matching capital 
grants ar« provided to conmunLties to construct primary care clinics which 
serve a minimum of 7f^0 families. In addition to financing the construction of 
these facilities, (ms also provides financial assistance for operating costs 
during the first years of the newly formed non-profit corporation. 

Management expertise is provided to these clinics via circuit riders. 
Although ORHS provides technical assistance and management expertise to these 
clinics (e.g,, sets up billing systems), it does not set mandates. In today's 
milieu of rapid change, the need for this type of flexiblity cannot be 
overenphasized. A lack of mandates is consistent with the philosophy of 
decentralization found at the state level. 

As mentioned earlier, a new development within ORHS is the Comnunity 
Hospital Technical Assistance Program, This program is a direct response to 
the kind of change eluded to previously. At present, although it has helped 
some rural hospitals develop strategic planning initiatives and has provided 
sonfie educational seminars for hospital administrators, this program has not 
had sufficient time to take shape, 

C. ADMINISTRATKX^/MANAGEMENT 

22 people work in the Office of Rural Health Services, Of these 22, ten 
are community organizers (circuit riders). In addition, ORHS enploys two 
architects, two physician recruiters, one hospital technical assistance 
staff person, and one quality assurance person. Some of the assistance 
provided by ORHS such as legal work is contracted out. Also a representative 
of the National Health Service Corps works out of ORHS. 
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D. CLINICAL 

Since 1973, ORHS has helped to construct 43 health centers, and to 
recruit approximately 600 physicians. Again, the initial goal has been to 
provide primary health care facilities and personnel to rural connunities that 
otherwise would go without these services, 

E. FINANCIAL AND REIMBURSEMMT 

ORHS is appropriated funds on an annual basis by the North Carolina 
Legislature. Last year the appropriation was approximately $1.8 million. 

ORHS provides rural carmunities with 5 to 1 matching capital grants for 
the construction and initial operating costs of primary care clinics. 

Physicians working in these clinics are paid an annual salary. 

F. SHARED SERVICES 

Linkage with social service providers varies from county to county and is 
based upon the rel? .lonship between those providers and the primary care 
providers. Once again, this is consistent with the prevailing philosophy of 
decentralization. 

G. GENERAL INFC»MATI(» 

ORHS has taken advantage of the National Health Service Corps (a federal 
program) in recruiting primary care physicians. With the demise of this 
program next year, ORHS will have to increase its recruitment comnitment if it 
is to attract similiar numbers of physicians to rural North Carolina. 
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UTAH ADDRESSES RURAL HEALTH CAJIE ISSUES 



Cbntact Person: Gai Elison 
Telephone Number: (801) 538-6310 



A. FINANCING RURAL EMERGENCT MEDICAL SERVICE (EMS) SYSTEMS 

Recently, rural localities in the state of Utah faced a dilemna not 
unconinon to rural creas elsewhere—how to meet the high costs of maintaining 
appropriate emergency medical service levels despite a limited tax base from 
which to finance them. Rural areas often see a large influx of people for 
recreational purposes. While this places an additional burden on local EMS 
systems, in most instances there are no mechanisms in place to offset the 
increased cost to the local cormunity. 

Recognizing this, the Utah Legislature passed legislation designed to 
take some of the burden of financing the upkeep of these systems off rural 
localities. A three dollar moving violation surcharge was initiated. The 
proceeds from this surcharge are placed in a restricted account administered 
by the State Department of Health. Any EMS system can then apply for funds 
fron this account to replace or repair equipment, or train personnel. 

B. KEEPING DOWN OOMMTTNICATIONS COSTS IN RURAL EMS SYSTEMS 

The rugged terrain in rural Utah requires what are known as "mountain 
toppers" in order to communicate by radio. These radio comnunication towers 
can cost between $40,000 and $100,000 each to construct. Instead of spending 
large sums of money to set up their own network of towers, EMS systems in 
rural areas of the state have signed memorandums of agreement allowing them to 
use existing communication systems. In addition to the ambulance operators 
themselves, EMS coordinating staff in these rural areas are permitted in 
emergency situations to use the State Highway Patrol, U.S. Land Management, 
and U.S. Forest Service radio bands. The memorandums of agreement provide the 
rural EMS systems with the necessary carmunications network they need to 
function effectively without adversely affecting the financial viability of 
these systems. 

C. ADDRESSING ELDERLY LONG TERM CARE NEEDS IN RURAL UTAH 

Utah's Medicaid program has a flat rate reimbursement schedule with no 
allowance for capital expenses. When combined with a community-based waiver 
program, this encourages the expansion of residential care (under 15 units in 
a coTiminity) and small residential care (in home) programs. Providing a full 
range of services to elderly persons meeting the eligibility requirements, 
these programs operate at a substantially reduced cost when compared to 
traditional long term care facilities. 

In an effort to ensure that these ccrnnunity-based programs meet stringent 
safety requirements, the state has required them to be life-safety-certified. 
An interface between Medicaid and life-safety-codes inspection represents an 
effective and less costly way of ensuring compliance th-^n if done separately. 
Consequently, the Office of Special Services in the Department of Social 
Services oversees both programs. 
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KENTUCKY PHYSICIAN PLACEMENT SERVICE (KPPS) 



The Kentucky Physician Placement Service (KPPS), is a division of the State 
Department for Health Services, established in 1982. The service matches 
physicians wanting to locate in a rural area with ccrrmunities needing a 
doctor. KPPS has placed nx)re than 150 physicians in those Kentucky counties 
that either the federal or state government has declared as in need of 
physicians. Of Kentucky's 120 counties, 50 counties or parts of counties are 
still desife^nated as Health Manpower Shortage Areas by the federal government. 

"We have a maldistribution of physicians in this state - as do many other 
states," said Doug Bishop, former director of the service. "Forty-seven 
percent of all Kentucky primary care physicians are in the large urban areas 
of Louisville and Lexington, although those cities contain only 24 percent of 
the population." 

In addition to placir^ "private" physicians who want to practice in a rural 
area, KPPS contracts with the National Health Service Corps (NHSC) to also 
place its physicians. NHSC finances two to four years of medical school for 
students who, in turn, agree to serve an equal amount of time in a medically 
underserved area. Even though NHSC physicians are free to leave after 
fulfilling their service obligation, in Kentucky about 60 percent stay at 
least one year beyond their comnitment , according to a study conducted by 
Bishop's office. 
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UNIViJRS'ITY ASSISTS RURAJ. COMMUNITIES WITH PHYSICIAN RECRUITMENT 



Southern Illinois University 

School of Medicine 

Financial Aid and Alumni Placement 

Contact Person: John Record, Asst. Dean 
Telephone Number: (217) 782-2860 



Southern Illinois University's School of Medicine assists rural Illinois 
comnunities in physician recruitment in several ways. This assistance started 
in 1978 when the Illinois Department of Agriculture provided the University 
with a three year grant specifically for this purpose. Nine years later, the 
initiatives encouraged by this grant are still serving rural Illinois 
confmunities. 

One way the University assists rural cormunities in physician recruitment 
is by publishing an annual booklet which describes practice opportunities 
throughout the state. Localities wishing to be included in the booklet send 
the University information and pictures describing life in their particular 
comnunity. Using this material, the University designs a one-page spread 
highlighting what each community has to offer paysicians who would practice 
there. 

A second publication offered by the University is a directory of 
cannunities which are actively recruiting physicians. This directory is 
published on a biannual basis. Both of these publications are sent to all the 
medical schools in Illinois, as well as to primary care programs in contiguous 
states. 

A third way in which the University assists rural comnunities is by 
sponsoring an annual Doctor's Fair. Drawing an average of 45 to 55 exhibitors 
each year, the fair provides a chance for initial, face-to-face contact 
between communities seeking to attract physicians and residents and doctors 
looking for placement. 

The training of more and more American physicians was expected to lead to 
a diffusion of these doctors into rural cormunities. At present, however, 
this diffusion is not occurring as anticipated. Thus, there continues to'be a 
need for this type of physician recruitment assistance. 
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OOORDINATia^ OF TITLE 20 AND MEDICAID IN MAINE 



Bureau of Medical Services 
Nfciine 

Contact Person: Elaine Fuller, Deputy Director 
Telephone Number: (207) 289-2674 



Coordination of the Title 20 program and the ^tedicaid program in Maine 
allows for the provision of not only a greater range of services, but also for 
greater flexibility in providing the most appropriate level of services. 
Ooorc Lnation is achieved through a case management approach at the local 
level . 

The coordination of the two {rograms occurs at the Area Agencies formed 
under the Older Americans Act, Here case managers complete forms and send 
them to the Bureau of ^tedical Services where a determination is made as to an 
elderly person's eligibility for a Medicaid waiver for homemaker care. The 
critei'ia are nursing home eligibility and financial eligibility. The funding 
for this type of waiver is capped. 

if the person is not eligible for the Medicaid waiver for homemaker care, 
or if the funding is exhausted, then Title 20 monies can be accessed. The 
Bureau of Social Services contracts with private non-profit agencies for the 
provision of services. Such services include daycare for the elderly, 
transportation, nutrition, and homemaker care. Title 20 funding is provided 
on a priority basis. Child pj. otected and adult protected categories are the 
highest priorities, but "elderx/ at risk of being placed in a nursing home" is 
another high priority. 

By determining, case to case, which funding source to access, the case 
managers can make the best use of existing monies while providing appropriate 
levels of care. 
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SEPARATE AGFNCIES ADMINISTER MEDICAID 



Senior Service Division 
Oregon 

Contact Person: Dick Lodel 
Telephone Number (503) 378-4728 



The administration of Medicaid in Oregon has been split into tTO separate 
agencies. Medicaid for acute care patients is administered by the Welfare 
Division, while Medicaid for elderly long term care patients is actninistered 
by the Senior Service Division. The strength of splitting medicaid in this 
way is evidenced by 8ii increased ability to serve more of the elderly 
population, ?s well as by the estimated savings of $15,000,000 since the 
program's inception in October of 1981. 

Eighteen area agencies formed under the Older Americans i t exist in 
Oregon. If they meet certain requirements they are permitted to administer 
Mei^lcald, the Older Americans Act program, and the State- funded homemaker 
program. Eleven of the eighteen have met these requirements, while the other 
seven administer only the Older Americans Act program. (A similiar situation 
now exists in California where long term care programs are administered 
locally by Area Offices for the Aging) . 

Permitting more flexibility, this split has shifted the enphasis from 
placing eligible elderly persons in nursing homes to less traditional methods 
of care. In home and adult foster care rates have more than doubled since the 
split, while the number of elderly residing in nursing homes has decreased by 
ten percent. These trends account for the savings realized since the 
program's inception. 



ILLINOIS HEALTH FACILITY AUTHORITY SERVES SMALL, RURAL 
FACILITIES AS WELL AS LARGER, URBAN FACILITIES 



Illinois Health Facility Authority 
Illinois 

Contact Person: Barry Maram, Ex, Dir. 
Telephone Number (312) 782-9447 



Formed to provide less expensive public finan.lng to health facilities in 
Illinois, the HFA caters to small as well as large facilities, and to rural as 
well as urban facilities. An important undertaking by HFA in this regard is 
informing small rural facilities of its existence, for their benefit as well 
as for the benefit of larger facilities located in metropolitan areas of the 
state. 

In addition to making sure that all health facilities regardless of size 
or location, are informed of their ability to iSGue tax exempt debt through 
it, the HFA also has programs that are designed to meet the special needs of 
smaller, rural facilities. One example is the "pooled loan program," By 
encouraging smaller facilities to borrow simultaneously this program allows 
them to borrow relatively insignificant amounts, such as one million dollars, 
for capital improvement and still permits them to take advantage of the better 
tenns available to larger borrowers. 
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LBGISLATIC^ FROM OTHER STATES 



The following l^ws are examples of how other states are attempting to solve 
problems facing health care. They are organized according to category with 
1985 legislation preceding bills pas&jd in 1986. 



Rural Health 

1986 Florida Laws, Chap. 86-200 (HB 1S13) requires the Department of Health 
and Rehabilitative Services to provide a statewide prenatal care program for 
low-income pregnant women and to monitor the availability and accessibility of 
prenatal care services and the development of special outreach programs for 
medically underserved and rural areas. 

1986 Kansas Sess. Laws, Chap. 357 (SB 621) requires recipients of medical 
school scholarships to agree to enter an approved three-year primary care 
resic ncy program; to practice medicine for a period of one year for each year 
of sciiolarship assistance in a city of less than 12,000 population and not 
located in specified counties; and to repay all moneys, with interest, if they 
do not meet the conditions. The act also transfers the responsibility for 
designating medically underserved areas from the secretary of health and 
environment to the chancellor of ^he University of Kansas; creates the Medical 
Scholarship Advisory Oommittee, and authorizes the chancellor to appoint a 
medical scholarship program coordinator to plan and administer the provisions 
of the act. 

Certificate of Need 

1985 New Hanpshire Laws, Chap. 378 adds as a standard for certificate of need 
approval the degree to which the proposed expansion or new institutional 
health service will be accessible to persons who traditionally are medically 
underserved. 

19C3 Maryland Laws, Chap. 107 reioeals the requirement for CON approval of 
major medical equipment and directs the Secretary of Health and Mental Hygiene 
to establish a licensure progr-im for hospitals' and private physicians' office 
equipment. Authorizes a licensing fee to defray costs of licensure review. 
Exenqjts biomedical research equipment if no patient or third-party payor will 
be charged for its use. Exempts health maintenance organizations from 
licensing requirements. The program is scheduled to sunset in two years. 

1985 Maryland Laws, Chap. 109 allows hospitals to close, downsize, merge, or 
conjolidate their facilities without OON approval. 

1985 North Carolina Sess. Laws, Chap. 74 raises the threshold for OON review 
and approval of capital expenditures from $600,000 a year to Si million a 
year, and major medical equipment from S400,000 to $600,000. Clinical 
laboratory equipment Is no long'^r exerrpt from COM review, but freestanding 
outpatient facilities are exempt. CON review is now required for all 
equipment, including previously exempt physician-owned equipment. 
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1985 Oregon Laws, Chap, 747 changes certificate of need law, increasing the 
threshold for hospitals' capital expenditures on a formulated percentage 
basis, T\ie threshold for purchases of major medical equipment is increased to 
$1 million. This law brings all buyers of major medical equiprnent under CON 
review, even if they are situated outside a hospital. It also adds 
freestanding birthing centers to the list of facilities covered by (XM^ review, 
except for "low volume*' centers and those that had begun operating prior to 
July 1, The bill allows hospitals that receive 60 percent or more of their 
inpatient revenues on a capitated basis, either under prospective payment or 
prepaid health maintenance organizations, to apply for a waiver of CCW review. 

198G Iowa Acts, chapter 1150 (SF 2207) establishes a two-year exclusion from 
CDN requirements for residential care facilities. The Department of Public 
Health is required to monitor the exclusion and make recommendations to the 
governor and the General Assembly regarding the continuation of the exclusion. 

1986 New Jersey Laws, Chap. 11 (A 643) provides for the establishment of 
respite care programs in hospitals without OON approval if the hospitals have 
an average weekend vacancy rate of 20 percent or more over a six-month period. 

986 Oklahoma Sess. Laws, Chap. 149 (HB 1893) increases the review threshold 
for capital expenditures from $600,000 to $5 million over a three year period; 
increases the review threshold for the initial acquisition of major medical 
equipment from $400,000 to $3 million; increases the review threshold for 
longterm care services from $150,000 to $500,000 for any capital investment or 
lease; specifies requirements for review of long-term care facility 
construction; allows facilities to convert up to 10 beds to swing bed status 
without CON review if they qualify under Medicare guidelines; and places a 
statutoiy time limit for OON review. The act also abolishes the State Health 
Coordinating Council, replacing it with a State Health Planning Advisory 
Board, and requires that a State Health Plan be developed and published once 
every four years, 

1986 Tennessee Pub. Acts, Chap. 879 (HB 1838) requires OCX^ applications for 
inpatient psychiatric facilities for children and adolescents to contain 
certification that 40 percent of the annual inpatient days will be allocated 
to children and adolescents who are Ntedicaid recipients or medically indigent. 

Health Facility Regulations 

1985 Maine Laws, Chap. 189 exefipts municipal agencies which provide non-acute 
preventive health care and health education to clients in the home from the 
licensing requirements for home health care agencies. 

1986 Kansas Sess. Laws, Chap. 390 (HB 3124) allows hospital districts that 
terminate the operation of a disti ict hospital to becane a health care 
facilities and services hospital district and to continue to operate a clinic, 
long-term care facility, home for the aged, or emergency medical service. 

1986 Massachusetts Acts, (5iap. 324 (S 1984) requires licensure for clinical 
laboratories that are not part of a licensed hospital or clinic, with 
exceptions for labs maintained by up to three physicians using it to diagnose 
their own patients (and which meet other criteria); labs maintained 
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exclusively for research and teaching purposes; and labs that conduct tests 
for certain insurance purposes. 

Health Maintenance Organizations (HMOs) 

1985 North Carolina Sess, Laws, Chap, 58 allows HMOs in bordering states with 
a similar reciprocity law to do business in the state. 

1985 North Carolina Sess, Laws, Chap, 666 requires all HMOs taking advantage 
of state reciprocity provision to be federally qualified and comply with all 
HMO requirements in the state, 

1986 Ohio Laws, S. 325 establishes the Medicaid Health Maintenance 
Organization Oversight Comnittee to monitor the growth developrient of WIOs and 
alternative health care delivery systems providing services to Medicaid 
recipients; and requires the committee to study specified issues, including 
whether to initiate a mandatory enrollment plan lor Medicaid recipients, and 
to report to the General Assembly and the Departments of Human Services and 
Insurance by Jane 10, 1988. 

Reimbursement 

1985 Nevada Stats., Chap. 469 requires health insurance policies to provide 
for the reimbursement of services provided by registered nurses in advanced 
practice if those services are reimbursed when provided by another health care 
provider, 

1985 New Hampshire Laws, Chap. 239 requires insurance providers to reimburse 
for any service that may legally be performed by an advanced registered nurse 
practioner. 

Mandated Benefits 

1985 New Jersey Laws, Chap. 274-277 require Blue Shield/Blue Cross/corrmercial 
individual health insurers/comnercial group health insurers to offer coverage 
for expenses of pregnancy and childbirth without regard to marital status. 

1986 Arizizona Sess. Laws, Chap. 352 (HB 2473) extends maternity benefits of 
an adopting parent under an insurance contract or policy to include care of 
the natural mother prior to and including the birth of the child if the child 
is adopted within one year of birth, the insured is legally obligated to pay 
the cost of birth, and all existing conditions of the contract have been itiet 
by the insured. 

1986 Tennessee Pub. Acts, Chap. 773 (SB 1875) specifies that coverage for 
dependent children be extended to age 24 for those who ar»e unmarried and 
dependent upon the insurer for support and maintenance. 

1986 Florida Laws, Chap. 86-40 (HB 170) requires any health insurance policy, 
health care services plan, or other contract providing for the payment for 
medical expense benefits or procedures to be construed to include payment to a 
chiropractic physician who provides benefits or procedure that are within the 
scope of a chiropractic physician •s license. (Note: This law resulted from a 
veto override o, HB 170 of the 1985 Regular Session.) 
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other Insurance Regulations 



1985 Wisconsin Act 29, Stat. Chap. 609 allows small, independent health care 
providers to form joint ventures in order to effectively compete with 
preferred provider organizations, health maintenance organizations, and 
limited service health organizations. 

Hospitals 

1985 ^^aryland Laws, Chap. 109 establishes incentives for hospitals to 
voluntarily reduce the number of hospital beds through: exemption from 
certificate of need approval for hospitals wishing to close, downsize, merge, 
or consolidate; rate adjustments in accordance with the downsizing of the 
facility; exemption ^ anti-trust laws in cases of mergers, consolidations 
or joint ownership ol major medical equipment; and programs to assist closing 
hospitals in covering bonded indebtedness and retraining displaced hospital 
employees . 

1985 Minnesota Laws, First Spec. Sess. Chap. 14 establishes a health care 
equipment loan program to aid hospitals in purchasing medical equipment • 

1985 Maryland Laws, Chap. 549; 109 establishes the Maryland Hospital Bond 
Prograin to refinance public bonds for hospitals that close or are delicensed, 
and the Hospital Bnployees Retraining Program for WDrkers displaced by 
closure, delicensure, or merger. The programs will be financed by a fee 
assessed against currently operating hospitals. 

1986 Louisiana Act, P.i_ 899 (H1958) relates to regulation for licensing of 
hospitals and provides standards for any health care facility proposing to 
utilize beds for extended care and admit Medicaid nursing home patients. 

1986 New Jersey Laws, Chap. 11 (A 643) appropriates $50,000 to establish 
hospital respite care programs to provide care for elderly persons while 
enabling those care for them to be tanporarily relieved. To qualify, 
hospitals must have overall vacancies of 20 percent or more during the prior 
six months. A certificate of need is not required for the programs, but rates 
for the service are subject to the approval of the Hospital Rate Setting 
Comiission. 

Medicaid 

1986 Kentucky Acts, Chap. 154 (H 7S) requires skilled nursing facilities or 
intermediate care facilities participating in Medicaid to agree to serve at 
least as many Medicftid recipients as the statewide average; and prohibits 
long-term care facilities participating in the Kentucky Medical Assistance 
Program frcm denying admission to a Medicaid bed based on the patient's paying 
status. 

1986 Mississippi Laws, Chap. 437 (SB 2116) makes essential transportation 
services reimbursable under the Medicaid program. 



Medically Indigent 



1985 Oklahoma Sess. Laws, Title 56 provides for an income tax check-off to 
provide funding for indigent health care. The monies received from the 
program shall be deposited in the "Indigent Health Care Revolving Fund" to be 
used to implement the provisions of the Oklahoma Indigent Health Care Act. 

1C85 South Carolina Acts, Act 201 creates the South Carolina Medically 
Indigent Assistance Fund financed by equal contributions from county and 
general hospital assessments. Funds will be used solely to conpensate general 
hospitals for providing medical care to the medically indigent. County 
contributions will be assessed by a formula based on property value, per 
capita income, net taxable sales, and consideration of previous years claims. 
Contributions to counties from the fund must be credited against the county 
assessment. 

1985 Texas Gen. Laws, Chap. 1 the Indigent Health Care and Treatment Act, 
requires counties to provide the following health care services to persons who 
meet the hisic income and resource requirements for Aid for Families with 
Dependent Children but who are categorically ineligible: hospital services; 
rural health clinic servies; lab and x-ray services; family planning; 
physician services; a maximum of three prescription drugs per month; and 
limited skilled nursing facility services. Counties may require eligible 
persons to see only specified providers and pre-authorize any service for non- 
emergency care. Counties are not liable for services to a person who resides 
within an area served by a public hospital or hospital district that has a 
legal obligation to deliver care to the medically indigent. Public hospitals 
and hospital districts are subject to similar indigent care rules. Maximum 
payment rates aie the same as those for the Medicaid prc^ram. Counties are 
liable for each recipient to a maximum payment of $30,000, or to a total of 30 
days of hospitalization or treatment in a skilled nursing facility — whichever 
occurs first in one fiscal year. State assistance is available to those 
counties that expend at least 10 percent of their general revenue levy to 
provide mandatory health care services. The state will pay 80 percent of 
actual payments after the 10 percent expenditure level has been reached. The 
act also creates an Indigent Health Care assistance fund to pay the state 
portion of indigent care costs and to pay for other indigent care programs, 
e.g., social security program for children, and prenatal services for low 
income individuals. $22 million has been appropriated from the fund for F^ 

1986 and $41 million for FY 1987. 

1986 Arizona Sess. Iaws, Chap. 89 (SB 1248) allows county boards of 
supervisors, with the approval of the Department of Health Services, to 
contract for the provision of health services publicly funded by the 
Department of Health Services; and requires counties to reimburse licensed 
physicians for emergency services provided to county indigents in a hospital. 

1986 Iowa Acts, Chap. 1250 (HF 2484) establishes an indigent obstetrical 
patient quota for delivery at the University of Iowa Hospitals and Clinics and 
reallocates $1.1 million of the state appropriation to counties for 
obstetrical services to eligible persons. 

1986 Utah Laws, Chap. 179 (SB 207) gives imnunity to providers of products or 
services for indigents from any suit for unintentional damages arising from 
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the use of products or services. 



Etaerrency ^fedical Services 

1985 Virginia Acts, Chap. 333 provides that the 25 percent of the " one-for- 
life" component of -notor vehicle registration fees returned to localities may 
be used to provide iiinding for the training of salaried or volunteer emergency 
medical service personnel, licensed, non-profit emergency medical service 
agenclss, and for purchase of equipment and supplies for use by licensed, non- 
profit emergency medical and rescue services. 

1986 California Stats., Chap. 1162 (SB 1791) expands the definition of 
hospital under the Bnergency Medical Services System and Prehopsital Ehiergency 
Care Personnel act to include licensed out-of-stato hospitals that 
substantially meet California licensing requirements. The act also allows a 
rural EMS agency, with approval of the state EMS Authority, to use hospitals 
not having a basic ervergencj medical service to give direction to and receive 
patients from prehospital emei-gency medical care personnel. 

1986 Delaware Laws, Chap. 397 (S 199) allows a personal income tax credit for 
members of Delaware volunteer ambulance and rescue services. 

1986 Florida Laws, Chap. 86-220 (HB 1313) deregulates nonemergency m6?dical 
transportation services or transport services for persons who are confined to 
a wheelchair or a stretcher; authorizes the provision of prehospital emergency 
medical care by EMTs and others to minors without parental consent; and 
increases from five to 15 percent the amount o.' money in the EMS Trust Fund 
that can be uted for administrative purposes to allow EMS regulation to be 
sel f -support i ng . 

1986 Louisiana Acts, P. A. 630 (SB 494) clarifies the scope of permissible 
functions of an EMT-intermediate and an EKfT-paramedic and adds permissible 
functions of an EMT-basic; adds authority for an EMT-intermeJiate to perform 
the functions of an EMT-paramedic, but only during training for certification 
at the paramedic level and while under the direct supervision of specified 
personnel; and permits certain life-saving service by certified EMT- 
intermediates and EMT-paramedics ^en voice contact with a physician cannot be 
establl-^hed. 



Excerpted from: 1986 Health Care Legislation (National Conference of State 
Legislatures) 
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SYSTEM DELIVERY ALTERNATIVES 
NEW YORK STATE 



SHARED SERVICES 



Southern Tier Area - Increasing Access to Medical Specialists 

In July 1986, a ten-physician group in Corning (Steuben County) merged with a 
Sayre, Pennsylvania medical group, located about 40 miles away. This new 
cooperative arrangement was made as : response to the challenges facing small 
rural hospitals as well as individual practicing physicians, particularly 
problems associated with recruiting physicians and with new federal and state 
reimbursement systems. As a result of the medical groups' merger, the Corning 
area, currently served by only one obstetrician, has two Additional physicians 
practicing obstetrics and gynecology. Also, an associate in internal medicine 
and one in gastroenterology have relocated to Corning. The Corning Hospital 
remains an independent acute care facility. 



^^s^^ll ^ I^atherstocking Areas - Increasing Ac cess to Medical Personnel 

Bassett Hospital has ten satellite health centers. The satellites are either 
operated by Bassett directly of are cormunity-operated with Bassett providing 
the nurses and doctors. The ten centers, (which had about 175,000 outpatient 
visits in 1986), are staffed by both a physician and a nurse practitioner, or 
in some cases, a nurse practitioner alone. In either case, physicians make 
regular visits to the health centers, and the nurse practitioners can consult 
directly with the hospital's full staff of physicians. 



North Cbuntry Area - C ooperation Between Secondary and Tertiary Hospitals 

In July 1986, Canton-Potsdam Hospital signed an agreement to affiliate with 
Burlington's ^tedical Center Hospital of Vermont, a 470-bed teaching hospital. 
While Canton-Potsdam remains a separate, independent organization, its 
officials felt that increased cooperation between the two facilities would 
lead to the highest quality of care possible in the region. Specifically, the 
affiliation includes a formal referral arrangement for procedures that cannot 
be provided at Canton-Potsdam by MCHV physicians, and assistance for Canton- 
Potsdam in the areas of physician recruitment and continuing medical education 
programs. MCHV also has an agreement with Moses-Ludington Hospital in 
Ticonderoga (Essex County). The Vermont hospital provides consulting services 
to Moses-Ludington in the areas of finance, marketing, and public relations; 
the agreement was cited as a bie factor in the Health Department's favorable 
view of Moses-Ludington. 
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Finger Lakes Area - Hospitals Studying a Possible Merger 

The Finger Lakes Area Hospitals' Corporation (FLAHC) began a study in October 
1986 to investigate the idea of consolidating all six of its member hospitals 
under a single corporate umbrella. Some reasons for thinking of merging: 
better access to capital financing, easier physician recruitment, and the 
possibility that the Department of Health would take the recommendations of a 
six-hospital entity more seriously than the suggestions of a single samll 
entity. FLAHC's members are: F,F, Thompson in Canandaigua, Newark-Wayne in 
Newark, Soldiers and Sailors in Penn Yan, Myers Cofrmunity in Sodus, Taylor 
Brown in Waterloo, and Geneva General in Geneva, 



IMPROVED TRANSPORTATION AND OOMMUNICATIC^S SYSTEMS 



Air Transport 

Chautauqua County has a medical-emei^ency helicopter which is available to all 
hospitals in the county. The helicopter was jointly purchased by the county 
and the WCA Hospital, Similarly, a medical^mergency helicopter working out 
of the Rochester-Monroe County Al/port serves an area which includes Allegany, 
Chemung, Schuyler, Seneca, Yates, Steuben, Wyoming, Genesee, Wayne, Ontario, 
Livingston, and Monroe counties. 



Lifeline Programs 

Lifeline Programs are increasing in New York State, Lifeline is a personal 
emergency response systan whereby older and/or disabled people wear an 
electronic device that is capable of imniedlately contacting a hospital in case 
of emergency, Canton-Potsdam Hospital, for example, started with four 
subscribers in 1984 and now has 35. 



Mobile Cat- Scan 

Mediq Mobile Service has a Mobile Cat-Scan, which serves three rural hospitals 
in Lewis, Jefferson, and Oswego counties, providing all of the testing 
services of permanent CT scanners in larger metropolitan hospitals, A truck 
pulls up to a hospital exit which has been specially fitted to allow the 
mobile unit to temporarily become a part of the facility. The truck currently 
contracts with Lewis County General Hospital for two half-days per week, in 
addition to spending three full days at Oswego Hospital and three half-days at 
Mercy Hospital in Watertown, Benefits of this arrangement include reduced 
hospital costs, access to services regardless of '^oad and/or weather 
conditions, and reduced wear and tear on the local ambulance services, (Lewis 
County Search and Rescue estimates that the visiting scanner will reduce 
ambulance transfers to Watertown by 125 to 150 runs per year,) 
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Minibuses 



Some rural camunities have purchased minibuses which make scheduled trips to 
medical centers. Margaretville Memorial Hospital Auxiliary raised funds to 
purchase a transportation van equipped with a wheelchair lift. Auxiliary 
members volunteer to drive the van and assist individuals with their visits to 
the hospitals and/or doctor's office. Moreover, Madison County has put health 
care professionals and social services ^representatives on the road in a mobile 
health clinic in order to reach more remote residents. Although the program 
is still in the test stage, it is working and will be expanded. The majority 
of users, so far, have been the elderly, some of whom had not seen a doctor in 
several years. 



Volunteer Trt.nsportation Services 

Many local agencies operate volunteer transportation services for specific 
client populations. For example, many area Offices for the Aging offer 
transportation services for elderly persons for medical appointments and to 
nutrition sites, as well as for shopping and other personal errands. The 
services are generally provided by volunteers in their own private vehicles, 
who are reimbursed for mileage, and the area OFA usually maintains a liability 
insurance policy sufficient to augment each individual driver's vehicle 
liability policy. 



HEALTH EDUCATION PROGRAMS 



Planned Approach to Oonmunity Health (PATCH) 

In rural towns of Albany and Greene counties a program called Planned Approach 
to Community Health (PATCH) was designed to strengthen the collective capacity 
of comnunities to deliver health education and promotion programs in their 
areas. The PM!Ci\ program receives funding from the U.S. Cencer for Disease 
Control, the NYS Department of Health, and the Rensselaerville Institute. 
After the major health problofns were ranked and prioritized by conducting a 
telephone survey of 800 households of the affected rural areas, health 
education programs were planned and implemented at local sites. Classes 
include smoking cessation, weight control support groups, an exercise video- 
tape program, a stress reduction and relaxation workshop, a class in belly 
dancing, and new programs designed specifically for the elderly, such as 
Altzheimers support groups, respite care programs, exercise classes for 
elderly persons, and .information hotlines. PATCH also publishes a newsletter 
which has brief descriptions of the programs available and also other services 
such as Local Library Health Promotion Centers, and Free Blood Screening 
Clinics. The first session of the PATCH program, held last spring, reportedly 
attracted over 500 residents from the rural camunities. 
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Medical Bookmobile Program 



Rochester General Hospital's medical library runs a medical bookmobile program 
serving eight small hcopitals in a five-county area (Wyoming, Livingston, 
Ontario, Seneca, and Wayne). The program was begun in 1982; it receives some 
state funding, and the member hospitals pay the remainder of costs by 
subscribing to the service. A "circuit librarian" travels throughout the 
region carrying materials requested by physicians and other health care 
professionals from the base hospital. 



OOORDINATED HEALTH SERVICES 



Essex County's QxDrdinated Care Unit 

In Essex County, the Office for the Aging, the Department of Social Services, 
Public Health Nursing Service and the Mental Health Department along with 
Mountain Valley Home Services, formed a Coordinated Care Unit. Teams 
consisting of a social worker and a public health nurs^ visit people in need 
of home health care and help them decide v/h&t services they need, including 
transportation and "meals on wheels." The unit also has a hospital liaison 
who works with the area hospital to make sure that home care needs of newly 
discharged patients are met. 



North Country Area - Coordinating Long Term Care 

A new Conmunity Alternative Systems Agency (CASA) in St. Lawrence County was 
devised by the county's Long Term Care Coordinator in February 1987, to set up 
a system to enable one county employee to find the appropriate help for any 
person with long term health or mental health problems. A 24-hour telephone 
hotline and intake system is now in service, with a staff member trained to 
take calls and to determine which county agency, public corporation, or 
private organization can best fill the caller's needs, and then assign someone 
to actually go out and meet the caller. 
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SARATOGA COUNTY - OOCWDINATIW OF HOME HEALTO CARE SERVICE DELIVERY 



As the demand for and acceptance of long- term home health care continues to 
increase, complications innevitably will arise among the growing numbers of 
home care providers. Saratoga County is an upstate New York county with a 
semi-urban population in the southern portion and a sparse rural population in 
the northern section. The county's Public Health Nursing Service (which 
previously had been the sole provider), became conc-^med when a number of new 
not-for-profit nursing agencies requested State Health Departjnent approval to 
operate in the county. The county agency was worried that the not-for-profit 
and privately operated services would go after the profitable home care cases 
and leave the charity cases for the county, especially with the decreasing 
level of reimbursement from Medicaid for indigent patients. This would leave 
the county public health nursing service with a disproportionate share of 
available income to support its programs. 

The county nursing agency, which has been expanding its own home health 
services, has asked the state Department of Health to designate them as the 
lead agency responsible for assigning patients to home care agencies in an 
equitable manner. This will ensure that all patients have equal access to 
home health care and will simplify the process for needy patients who can go 
to one agency and receive the information they need. In addition, this will 
enable the county to continue monitoring home health care and will prevent 
private agencies from aggressively soliciting the higher income services, to 
the exclusion of other less profitable case loads. Moreover, it is believed 
that through coordinated case management as proposed, a rational assignment or 
sharing of scarce home health aide personnel will occur. Ultiinately this will 
benefit the patient, the provider and home health personnel. 

The private, not- for-profits were initially upset at the county's proposal but 
have since agreed in principle to work cooperatively with the county. The 
Saratoga county nursing agency is waiting for approval from the state Health 
Commissioner. 
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NORTHERN DUTCHESS HOSPITAL' S SATHilTE CLINIC ADDRESSES THE 
HEALTH CARE NEEDS OF A RURAL, MEDICALLY UNDERSERVH) AREA 



Satellite clinic of Northern Dutchess Hospital 
Stamfordviile, N.Y. 

Contact Person: Michael Mazzarella 
Telephone Number: (914) 876-3001 

A. Wh. WAS THE PROGRAM UNDERTAKEN? 

The clinic, located in Stajnfordville, N.Y. , was constructed to meet the 
needs of a medically underserved area. 

B. GENERAL DESCRIPTION 

The clinic is located in a rural area. The nearest hospital, Northern 
Dutchess, is twelve miles away. The per capita income is low and there is a 
large number of Medicaid recipients in the area. The clinic was constructed 
with local assistance and has been in operation since 1979. It serves 3,400- 
4,000 people annually. 

C. ADMINISTRATION/MANAGEMENT 

The clinic is staffed with one full-time physician's assistant ind 
nurse, fhe clinic was originally intended to be staffed with a full-time 
physician; however, efforts to procure a doctor were unsuccessful. Presently, 
the supervisory physician from Northern Dutchess Hospital goes to the clinic 
every Friday. 

D. CLINICAL 

The clinic concentrates on primary care. It is an adjunct to the Northern 
Dutchess Hospital Emergency Room with the emergency roan physicians providing 
technical support to the clinic 

E. FII'ANCIAL AND REIMBURSEMENT 

The clinic, as i serves a large percentage of medically indigent clients, 
has very low fees. An office visit costs $18.00. The clinic usually runs on 
a deficit. For the month of January its operating cost was $6,800 with a loss 
of $2,000. In 1986 the clinic lost $15,580 and had an operating cost of 
$85,000. Northern Dutchess Hospital picks up the deficit incurred by the 
clinic. 

F. SHARED SERVICES/LINKS 

Shared services include the visiting physician on Fridays and the link to 
the Northern Dutchess Hospital Emergency Room. In addition, referrals are 
integrated in the out-.patient resources of thi hospital, i.e., lab, Xi-ay, EKG, 
etc. 

G. GENERAL INFORMATION 

The clinic, according to Mr. Mazzarella, has been a great success. It 
meets the connunity's primary care needs. The community is also crazy about 
it which Mr. Riazzarelld feels is primarily due to the exceptional qualities of 
the Physician's Assistant. The only improvement Mr. Mazzarella would like to 
see would be the elimination of the deficit. 
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DUTCHESS COUNTY COMMUNITY ACTI(» AGENCY AW)RESSES THE NEEDS 
OF SENIC« CITIZENS AND THEIR CAREGIVERS 



Dutchess County Oonnunity Action Agency DOCEO 
Millbrook, N.Y. 

Contact Person: Marilyn Pletzer 
Telephone Number: (914) 876-3001 

A. WHY WAS THE PROGRAM UNDERTAKE!^ 

Coinnunity Action Agencies identify the needs and/or gaps in services in a 
ccmmunity. One gap and need that was seen in Dutchess County was a service 
that would assist caregivers of older adults disabled with Altzheimers and 
Dementia. Caregivers, who are normally family members, usually want to keep 
their relatives at home; however, they are often overwhelmed with the amount 
of care involved, ^toreover, the shortage of long term care facilities also 
necessitates alternate methor^:, of care for older adults as well as some 
respite for their caregivers, 

B. GENERAL DESCRIPTION 

The Special Day Care for the Elderly Program is a Social /Recreational 
Program. Presently there are two aduj * care centers; one is in Millbrook, 
New York and has the capacity to serve twelve persons. The other center, 
which jupt opened in August of 1986, is in Redhook, New York and has the 
ability to serve fifteen persons. Both centers were originally intended to 
serve only elderly people; however, the fi^e grou^ has expanded and currently 
they provide care for persons ranging in age from 25-92. The program operates 
5 days a week with an average participation of 3 1/2 days. It is described as 
a basic social/recreational program with individual orientation. Exercise is 
always included along with a hot meal and two snacks. 

C. ADMINISTRATION/MANAGEMENT 

The Comnunity Action Agency administers both programs. Staffing includes 
a Site Manager, an Activ' *^ies Coordinator, and an Activities Aid. They also 
have many volunteers, sev_. who are very active. The volunteers are usually 
not related to the clients and they are a mixed group in terms of age. 

D. CLINICAL 

As the programs arG socially oriented there are no clinical services 
offered and the programs are linked to a variety of clinical services. 

E. FINANCIAL AND REIMBURSEMENT 

One-third of the clients sre eligible for financial assistance under the 
Long Term Health Care Program and Medicaid which pays $25.00 per day for the 
service. If a person is not eligible for this funding his or her fee is 
'>10.00 to $50.00 per day; however, the average charge is usually $20.00. 
Funding for the first program in Millbrook was attained through two private 
donations of $30,000. The Millbrook program^s total expenses last year 
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amounted to $57,000, Sixty perent of this cost was covered by revenues 
generated by the daily charge. The program in Redhook, which started in 
August of 1986, began with a $15,000,00 grant from United Way and private 
donations. So far it has generated 14% of its expenses through the fees 
charged. It is hoped that eventually both programs will be self-supporting, 

F, SHARED SERVICES/LINKS 

Because th. npeds of their clients often extend beyond social and 
recreational activities, the Community Action Agency draws upon the existing 
professional services from the Public Health and Mental Health Departments, 
Transportation to the program is designed for the families to provide. If a 
person is eligible for L,T,C,, that program will pay for the transportation 
costs incurred and the CAP agency will provide the service. If there is a 
person who is not eligible for L,T,C, and has no transportation, the CAP 
agency will also transport him/her as long as the cost to him/her is minimal 
(less than $10,00), If it exceeds this cost the CAP agency will work with the 
person to find another mode of transport. The CAP Agency also helps the 
family with the procedures involved in obtaining assistance in the home, such 
as a home care worker, 

G, GENERAL INFORMATIW 

The ctre-^gth of this program, as seen by Marilyn Pletzer, is that it 
provides an affordable support service for families not able to cope alone 
with an aged or handicapped adult, prior to Long Term Care, The program helps 
to modify behavior as witnessc^d by one aging couple with a mentally 
handicapped adult child. The care she demands at home is much less now that 
she is attending the program. It provides ^er with activities and with 
something to look forward to doing. It also helps career families, as the 
hours of the program extend from 7:00 a,m, to 5:30 p,m. Moreover, the program 
involves many other members of the comnunity, as joint functions are done with 
Head Start and with the local High School, Ms, Pletzer also reported that she 
has met with four other agencies/comnunities interested in starting their own 
program in Dutchess County (Poughkeepsie) , as well as in Orange, Su^'ivan, and 
Ulster Counties, 



Description of Portable Dental Clinic Demonstration Project 

The Cap agency has witnessed an overwhelming need for dental services in 
Dutchess County for the elderly and for the medically indigent. In Dutchess 
County there are only six dentists who accept Medicaid, This practice costs 
the state money, as many times a person on Medicaid will not see a dentist 
until it is an emergency situation, Einergency care costs $50,00 to $60,00 
more than primary care. Moreover, the elderly in Nursing Homes have 
difficulties in receiving care as oftentimes the home is not accessible. The 
proposed portable dental clinic is unique as it will be able to be utilized in 
any environment. The CAP agency is hoping to receive monies from the United 
Way, the N,Y,S, Health Department, the N,Y,S, Legislature and from private 
funding. The dentists will be contracted with the CAP agency. 
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FULTON COUNTY CENTRAL ASSESSMENT PROGRAM 



Contact Person: 

Mary Ellen Dowling 
Health Systems Agency of 
Northeastern New York 
(518) 452-3300 



A. WHY WAS THE PROGRAM UNDERTAKEN? 

To assist frail elderly and their families make appropriate choices 
regarding institutional or in-home care so as to simplify entry to the long 
term care system, maximize client choice and minimize personal and public expen- 
ditures. 

B. GENERAL DESCRIPTION (including components, service area and clients) 

The major component is the creation of a single, easily identified county 
government program for the assessment, placement and case management of all 
FuHon County elderly in need of long term institdtonal or in-home health and/or 
social support services. 

C. ADMINISTRATION/MANAGEMENT (including organization, staffing, functions) 

The unit is located physically in the County Public Health Nursing Service 
funded through the Department of Social Service Medicaid Program and staffed by 
shared personnel from the county's Public Health Nursing Service, Department of 
Social Services and office for the Aging. Supervision is provided by 3 Central 
Assessment Program Coordinator. 

D. CLINICAL 

A team comprised of a casev^orker and a public health nurse assesses the 
social and medical needs of each client referred and prepare a care plan. 

FINANCIAL AND REIMBURSEMENT 

The major source of reimbursement is the Medical Assistance Program, a 
county administered program heavily reimbursed by the federal and state govern- 
ments. Shared staff are also funded through the New York State Community 
Services for the Elderly Proaram. 

F. SHARED SERViCES/LINKS 

Shared staff fraTi three county agencies perform the assessment and case 
management function arid make referrals to oth^r service providers as appropriate. 
A Council on Long Ter-n Care, comprised of representatives from local health and 
social services agencies as well as consumers of service, provides overall 
program direction. 
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G. GENERAL INFORMATION (overall assessment including results, strengths/successes, 
weaknesses/problems in the system) 

A full evaluation of the program is currently underway. A preliminary 
review indicates a high success rate in serving and appropriately placing 
clients, m need exists for still further coordination and communication, for 
additional in-home services, particularly para-professional aide and homemaker 
services, and for such community-based services as adult day care and respite 
for famil ies. 
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AT-HOME CARE, INC. 



Contact Person: 
Joan Frering 

Health Systems Agency of 
Northeastern New York 
(518) 452-3300 



A. WHY WAS THE PROGRAM UNDERTAKEN? 

To provide a coordianted structure for a viable home health care delivery 
system in rural areas. 

B. GENERAL DESCRIPTION (including components, service area and clients) 

Coordinated effort to develop a Certified Home Health Agency with par- 
ticipation of all hospitals in Herkimer, Delaware and Otsego Counties and a Home 
Health Aide Agency (Catholic Charities). Service areas would include entire 
Counties (Herkimer, Delaware, Otsego) with full range of mandated and optional 
home health services. 

C. ADMINISTRATION/MANAGEMENT (including organization, staffing, functions) 

Voluntary, not-for-profit corporation with a Board of Directors composed of 
representatives of all participating hospitals and home aide agency. Care to be 
delivered by "teams" within areas, with a nurse assigned to each hospital to 
facilitate early discharges. 

D. CLINICAL 

Services available include: nursing; home health aides; MSS; Medical 
Supplies and Equipment; Nutrition; Occupational Therapy; Physical Therapy; 
Speech Pathology; and Respiratory Therapy. 

E. FINANCIAL AND REIMBURSEMENT 

As Certified CHHA, reimbursement available through Medicare, Medicaid, Blue 
Cross, Commercial Insurance, Private Pay, Charity Care of 2% projected. Member 
hospitals will fund start-up costs and early deficits. Self-sufficient 
following third year. 

F. SHARED SERVICES/LINKS 

^Participating hospitals will provide physical/speech/occupational thera- 
pists and MSS. 

^^Participating aide agency - contract for home health aides. 
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GENERAL INFORMATION (overall assessment including results, strengths/successes 
weaknesses/problems in the system) ' 

^Project not currently operational - evaluation of program, therefore, not 
possible. 

^Concept offers several advantages 

-Financially can offer wider variey of services than if individuals deve- 
loped separate programs. 

-Spirit of cooperation in this endeavor may have future benefits. 
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COLUMBIA-GREENE COUNTY ADOLESCENT PREGNANCY PREVENTION SERVICES 



Contact Person: 
Donna Bird 

Health Systems Agency of 
Northeastern New York 
(518) 452-3300 



A. WHY WAS THE PROGRAM UNDERTAKEN? 

The program was initiated in 1984 by the Columbia County Youth Bureau and 
the Teen-Parent Program' of Columbia Opportunities Inc., in response to a 
recognized community need and to the availability of funding through Governor 
Cuomo 's Comprehensive Statewide Adolescent Pregnancy Initiative. 

8. GENERAL DESCRIPTION (including components, service area and clients) 

The program provides a variety of services related to health care, coun- 
seling, advocacy, education, employment, childcare, transportation, and housing 
to teens at risk of becoming pregnant, p'^egnant and parenting teens, and their 
families in Colimbia and Greene Counties. Four agencies—the Columbia County 
Teen Parent Program, Greene County's Young Parents Assistance Program, Catholic 
Family and Community Services, and Capital Ai^ea Health Plan--all receive funding 
to provide services under the program. Other services are provided by agreement 
with approximately twenty agencies in the two counties. Representatives of 
these agencies sit on an advisory council which meets bimonthly to renew perfor- 
mance indicators and propose program improvements, 

C. ADMINISTRATION/MANAGEMENT (including organization, staffing, functions) 

Columbia Opportunities, Inc., which sponsors the Teen Parent Program, acts 
as lead agency for the project, and is responsible for managing grant funds, 
collecting utilization data, and coordinating progran activities. 
Representatives of the funded agencies meet biweekly for program and case mana- 
gement review. Some training and evaluation services are provided by the State 
Department of Social Services and outside consultants. 

D. CLINICAL 

Direct health care services are provided to APPSP clients at the Hudson 
office of Capital Area Community Health Plan, which has developed a special ado- 
lescent hea'ith care unit in response to community needs. A family practice pny- 
sician and a nurse practitioner with OB/GYN training provide the care. 
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E. FINANCIAL AND REIMBURSEMENT 



APPSP receives a $200,000 a year grant from the New York State Department 
ot Social Services for its programs. This money covers some administrative 
costs, but IS primarily intended to subsidize the cost of direct services to the 
program' s clients. 

F. SHARED SERVICES/LINKS 

APPSP has linkage with approximately twenty agencies, including local 
hospitals and family planning clinics, county departments of social services 
youth bureaus, public health agencies. Cooperative Extension, 80CES, and a 
numoer of schools and churches. 

G. GENERAL INPQRMATION (overall assessment includina results, 
strengths/successes, weaknesses/problems in the system) 

Now entering into its second year, the APPS? proaram is fine-tuning its 
system. Among the problems that need to be addressed' are lack of childcara, 
limits on services to teens not at risk, case management and utilization 
reporting. The APPSP Advisory Council has just become formally organized, and 
Its role in the project is still not clear. Fundina for the second year of the 
project has been held to first year levels, and providers are looking to other 
sources to pick up identified shortfalls. Concerns are already beginning to 
surface about long-term support for the program, since the 3SS grant has a 
three-year duration and many of the services provided by APPSP are not reimbur- 
sable. 
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HUDSON HEADWATERS HEALTH NETWORK/UPPER HUDSON PRIMARY CARE CONSORTIUM 



Contact Person: 
Donna Bird 

Health Systems Agency of 
Northeastern New York 
(518)452-3300 



A. WHY WAS THE PROGRAM UNDERTAKEN? 

Hudson Headwaters Health Network was undertaken in 1978 by Dr. John Rugge 
and Glens Falls Hospital to address primary care needs in rural Warren County. 
The Consortium began in 1985 as a way to strengthen HHHN, Benedict Community 
Health Center, and Adirondack Regional Hospital. Current Consortium members 
believe that, by pooling certain organizational resources, they are able to 
improve their ability to meet community needs. 

B. GENERAL DESCRIPTION (including omponents, service area and clients) 

At the present time, HHHN operates five primary care satellites in Warren 
and Hamilton counties which serve about 23,000 people. Benedict Community 
Health Center, located in central Saratoga County, experienced over 8,000 
patient visits in 1986, of which over hdlf were from Medicaid recipients or medi- 
cally indigent persons. Adirondack Regional Hospital, in northern Saratoga 
County, opened its prl.T^ry care center in December 1986, and is now applying to 
establish .t as a diagnostic and treatment center under its own board of direc- 
tors. 

The ConsortiuTi is engaged in such activities as recruiting and hiring phy- 
sicians and physician extenders, developing a common data base for health center 
utilization, purchasing certain goods and services on behalf of its members, and 
assisting in the establishment of additional services, as needed. 

C. ADMINISTRATION/MANAGEMENT (including organization, staffing, functions) 

Dr. John Rugge, who founded HHHN, is still its Executive Director. His 
administrative staff provide technical assistance to other Consortitri members. 
These retain autonomous boards of directors and management staff. Management 
and board members from all three participating organizations sit on the 
Consortium board. 
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D. CLINICAL 



One of the primary functions of the Consortium has been the rec, litment of 
physicians for participating organizations. As the Consortium develops it is 
moving toward an organizational model wnich shows the Consortium ao direct 
employer of physicians, who then work for member facilities under contractual 
arrangements. Consortiun members also employ physician extenders and sue!, sup- 
porting professionals as health educators and nutritionists. 

E. FINANCIAL AND REIMBURSEMENT 

As a Section 330 Community Health Center, HHHN still receives a substan- 
tial, alDeit declining, portion of its revenues from Federal grants, iill mem- 
bers of tne Consortium have benefitted from State funding including Primary 
Ambulatory Care Program and Prenatal Care and Nutrition Program grants. As 
Article 28 racilities, Consortimi members are all receiving clinic rate r^imbur- 
semf;nt tor Medicaid clients. 

The Consortium has applied for funds under the Rural Health Services 
Network Development Program to enable it to take its next steps. 

F. SHARED SERVICES/LINKS 

Hudson Headwaters Health Network and the Upper HudSDn Primary Care 
Consortimi are linked at several levels to Norch Care, a Glens Falls-based indi- 
vidual Practice Association, and to CompreCare, a prepaid health services olan 
ror Medicaid clients. Through these HMO proarams, services of the Consortium 
are now becoming available in Hamilton, Essex, Saratoga, Warren and Washington 
Counties. Patients at the primary care centers are referred for acute care ser- 
vices to local hospitals whenever possible. Consortium members have cultivated 
positive working relationships with local eme'-gency squads. 

G. GENERAL INFORMATION (overall assessment including results, 
strengths/successes, weaknesses/problems in the system) 

This program and its various components have experienced phenomenal growth 
over the last few years. This growth has indeed made primary care more 
accessible to a large rural population. Further expansion is proposed: 
Beneaict has undertaken major building renovations, Adirondack Regional is 
looking into an extension clinic site in Greenfield Canter, ^nd the Consortium 
IS proposing ri^nics for Glens Falls and Whitehall. Much of this growth nas 
occurred because the administrative staff of the various programs has be°n 
devoted to their success, working long hours and at peak performance levels 
toward that goal. As the program's growth begins to level off in the next few 
years, it will be necessary to expand staff ina in order to provide adequate 
coverage for the services (both administrative and clinical) that are aHver- 
t'sed. 
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COMMUNITY ALTERNATIVE SERVICE AGENCY (CASA) 



Contact Person: 

Timothy A. G lea son 
Health Systems Agency of 
Western New York 
(716)876-7131 



A. WHY WAS THE PROGRAM UNDERTAKEN? 

To address the problem of increasing costs of long term care services, to emphasize community- 
based services for the elderly as alternatives to institutionalization, avoid duplication of 
services, and match individual client needs to appropriate levels of service. 



B. GENERAL DESCRIPTION (Including; components, service area and 
clients) 

Program ; Community Alternative Services of Allegany (CASA) 
Service Area : Allegany County 

Clients: Elderly Medicaid and Non-Medicaid Individuals 
Coordinator : Alan Keohane, (716) 268-9390 

C. ADMINISTRATION/MANAGEMENT (Including; organization, staffing, 
functions) The administration/management of the program is the key element that 

sets this program apart from other similar systems throughout the State. The program is a joint 
venture of the Allegany County Office for the Aging, Allegany County Dept. of Health, County 
Office of Mental Health and County Dept. of Social Services. Each participating entity .provides 
funds to pay for a program coordinator, and provides staff as needed. 

D. CLINICAL 

CASA coordinates the assessment, screening and placement of all eligible clients. Assessments 
are done in whatever setting is required. Follow-up is also provided through case management 
services. 

E. FINANCIAL AND REIMBURSEMENT 

This program is also unique in that it receives no State funding. The Program Coordinator is 
funded through contributions from each of the four participating organizations. Other financial 
support is provided by those organizations through shared staff and ii.-kind support. 

P. SHARED SERVICES/LINKS 

As noted in (CJ above, shared services and staff is provided by the four participating county 
offices. There are also transfer and affiliation agreements in effect between the CASA program 
and hospitals, nursing homes and home care agencies in the county. This participation of all 
long term care providers in the County is also an innovative part of the nrocram. 

G. GENERAL INFORMATION (overall assessment including; results, 
strengths/successes, weaknesses /problems in *,be system) 

The statistics and reports maintained by the program show remarkable success and a continued 
need. A significant cost savings can be documented as well as an improvement in placement 
practices of elderly residents of Allegany County. 
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MEETING DENTAL & PRIMARY CARE NEEDS IN ALLEGANY COUNTY 



Contact Person: 

Timothy A. Gleason 
Health Systems Agency of 
Western New York 
(716) 876-7131 

A, WHY WAS THE PROGRAM UNDERTAKEN? 

To address the need for dental services and primary medical care at a reasonable cost in a medicall; 
underserved area with a significantly high proportion of Medicaid and financially indigent. 

B, GENERAL DESCRIPTION (Including; components, service area and 
clients) 

Program ; Andover Dental Center and Amity Medical Center 
Serv i ce Area : Allegany County 

Cli ents ; Any person in need of dental or primary care services: particular emphasis on the 
Medicaid and poor populations of the county, 

ADMINISTRATION/MANAGEMENT (Including; organization, staffing, 
functions) 

'^he Center fs operated through one Administrative structure. The Center utilizes its 
rffiliation agreements with area universities to attract practicing, skilled professionals to 
Allegany County on a time-share basis. This time-shared approach is what makes this program 
an innovative strategy in this rural area. 

D, CLINICAL 

Quality dental and primary care services can be provided in an area that has had problems in 
recruiting and maintaining these professionals. Through the time-share approach, a full 
range of specialists in each field can be brought into the Center on an "as-needed" basis. 



E. FINANCIAL AND REIMBURSEMENT 



P. SHARED SERVICES/LINKS 

Through utilization of the time-share approach, the Center can link highly skilled professionals 
from major metropolitan areas (Buffalo. Rochester^ to provide quality care in Allegany County 
at a reasonable cost. This is also achieved through strong affiliation with the University 
Medical Schools in the region. 

G. GENERAL INFORMATION (overall assessment including; results, 
strengths/successes, weaknesses/problems in the system) 

The unique approach of this Center in attracting highly skilled dental and primary care pro- 
fessionals to Allegany County has been very successful. There is indication of avoiding the 
problem of recruitment and retention of staff by using the tine-share approach. Continuity 
of care. is also enhanced. The sponsor has indicated that the Center has opened up avenues that 
have not existed before in their area. 
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STATE OF NEW YORK 
LEGISLATIVE COMMISSION ON RURAL RESOURCES 



The Coandssloa on Sural Resources vases tabll^^ 
of tiie LsBws of 1982, aod bemn its nock Fdncuary. 383. A 
bipartisan CconLssioa consisting of ten state legislators from 
the Senate and AsseoUy, its pnaary purpose is to pmoDte a 
state-level foous and amue for rural affairs policy and 
prosramdevelopneat In NevTorlc State. TheCaondasioaseacs to 
pool different knowledges aad skills, to nanov areas of 
controversy, and tobroaoenareasof agreemeot. It is believed 
the enhanceDDent of rural quality of life and Institutions will 
lead to a healthier, loore pr o sper ous state. 

The Coondsdion provides ixdlcyiiBkers witii a unique cmahTlty 
and perspective fra& ^Aiich to anticipate and approach large- 
scale probleiB and opportunities In the state'^ruc^ In 
addition, legislators who live In rural Nev York are In the 
ndnorltY, with 31 out of 211 neotiers. They look to tiie 
CcsonLsslon for assistance ii fulfilling their responsibilities 
to constituents, prlioarlly In the areas of policy and program 
developoent, prooLen sol^ong, legislative oversig^, and 
funding. 

The CoDsdssion sedcs to aapUfy die efforts of others who are 
Interested in such poliq^ areas as hnan services and ooonunlty 
life; Iiealth care; education; business, econoodc developoent. 
andaaplpyment; agriculture; environoent, landuse« and natural 
resources; transportation; cc^^mxxLty facilities, nouslng, and 
coonunlty reneuai; and govertnent ana manageoent. Clearly, the 
state's loost vital rural resource is its hoan capital. 

The CoDinlsslon believes that the tendency to breakup Into narrow 
pressure sroups can be a grave, disintegrating force In state 
poU(^ ana program de^ for rural New York. Ihe osnber 

one challenge is to get diverse otxips to work together, and to 
cooUne their efforts to Jie ead out the people of this state may 
aluays have the hLshest possible quality or life, cultural, and 
material standards of living, without sacrificing ttelr 
freedom. It is believed that only through joint danocratlc 
efforts can policy and proecams be devised Sad administered for 
the state's rural areas unich support and sustain each other In 
the public interest. 
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